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THE INTRAVENOUS USE OF GENTIAN 
VIOLET IN THE TREATMENT OF 
SEPSIS.—A REPORT OF THIRTY- 

TWO INJECTIONS.* 
By J. S. HORSLEY, Jr., M. D., Richmond, Va. 

(ientian violet is one of the so-called new 
antiseptic dyes. In 1912, Churchman, formerly 
of Johns Hopkins, made the first elaborate 
study of its bactericidal properties. He showed 
that, although gentian violet in sufficient con- 
centration was probably toxic to all bacteria, 
Gram positive organisms were markedly more 
sensitive to it than Gram negative. Young and 
Hill, of Johns Hopkins, first reported cures of 
staphylococcie septicemia by intravenous injec- 
tions of this dye. A short while after hearing 
Dr. Young present his paper on “Treatment 
of Septicemia and Local Infections by Mercu- 
rochrome-220 Soluble, and by Gentian Violet,” 
at a meeting of the Southern Surgical Associa- 
tion, December 11, 1923, I carried out some 
experiments on dogs to determine the local and 
general toxic effects of gentian violet and mer- 
curochrome given intravenously in ‘normal 
dogs, Only the results with gentian violet will 
be considered here. 

It was found that injections of very small 
amounts of 1 per cent solution of gentian vio- 
let into the subcutaneous tissues, as might occur 
in infiltration from a faulty vein puncture, pro- 
duced only a transient mild inflammation with 
no subsequent sloughing or induration. The 
intravenous use of a 1 per cent solution of 
gentian violet, with the Poi goer clinical 
dosage of from 0.3 to 0. 7 mgm. per kilogram 
of hody weight, was cai to produce no 
apparent reaction except a transient false 
cyanosis due to the dye itself in the circula- 
tion. Practically all of the dye is excreted 
within twenty-four hours by the kidneys and 
gastro-intestinal tract. At necropsy several 
days later the thoracic and abdominal viscera 


*From the Surgical Department of St. Elizabeth’s Hospital, 
Richmond, Virginia. 

Read before the Staff Meeting of St. Elizabeth's Hospital, 
April 28, 1925. 


were found grossly normal and microscopic 
sections of the liver and kidneys were also nor- 
mal, 

At the present time I am carrying out ex- 
periments with the intraperitoneal use of gen- 
tian violet and hope to report on this in a few 
months. 

Several weeks after these experiments, occa- 
sion arose clinically to use gentian violet in- 
travenously. Up to April 20, 1925, thirty-two 
intravenous injections of gentian violet have 
been given in the treatment of severe sepsis. 
Five of these injections were given by Dr. O. O. 
Ashworth, and one by Dr, A. I. Dodson, The 
remaining twenty-six were given by the author, 


ANALYsIS OF CASES 

The thirty-two injections were given to 
twenty-five patients, some patients receiving 
more than one injection, Of these twenty-five 
cases, eight, or 32 per cent were cured; seven, 
or 28 per cent, were markedly improved ; five, 
or 20 per cent, were only slightly improved ; 
and five, or 20 per cent, were unimproved. I 
consider that five of these patients owe their 
lives to the intravenous use of gentian violet. 
There were no deaths from the injections, and 
only two reactions, These will be discussed in 
detail later. The youngest patient was five 
years and the oldest sixty-six years. 


PREPARATION AND DosacE 

Pure gentian violet may be obtained in pow- 
dered form, Coleman and Bell’s gentian violet, 
and a German preparation put out by G. Grub- 
ler and Company, Leipsig, Germany, have been 
used with equally good results, Gentian violet 
can be used in 1 per cent to 0.25 per cent solu- 
tion. I prefer a 0.5 per cent solution. The solu- 
tion should preferably be made up fresh for 
each injection, in either sterile distilled water 
or sterile physiological salt solution which has 
been dissolved in distilled water. I used the 
salt solution for it happened to be more avail- 
able. All needles, syringes and containers 
should be thoroughly rinsed with sterile dis- 
tilled water or intravenous saline solution be- 
fore being used. The accurately weighed gen- 
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tian violet powder is then added to the proper 
amount of warm solution and gently mixed. 
This is allowed to stand for at least a half 
hour. The solution does not have to be steri- 
lized again, as it sterilizes itself. Just before 
use the dissolved solution is filtered through 
sterile gauze (six or more layers), The solu- 
tion must not be allowed to stand in the 
syringes, as this will frequently cause them to 
catch or hang. 

Care must be used in the preparation of the 
solution, in order to insure good results and no 
reactions, The intravenous use of any drug is 
not to be regarded as a slight matter. Especi- 
ally is this true when such large quantities of 
an antiseptic solution as this are being used. 

The average dose is 5 mgm. of gentian violet 
per kilogram of body weight. The smallest 
dose given in this series was 3 mgm., and the 
largest 7 mgm. Cases are reported where as 
large a dose as 10 mgm. has successfully been 
used. Care must be taken in infants.and very 
old people when it is probably best to give a 
small dose (2 to 3 mgm.) first and on the fol- 
lowing day repeat with a larger dose (4 to 5 
mgm.) if there has been no reaction. It is 
often advisable to follow up the initial dose 
with subsequent ones at daily or two-day in- 
tervals, depending upon the amount of im- 
provement and the general and local condi- 
tions. 

One of the superficial veins of the forearm 
or elbow are preferable for the site of injec- 
tion, though any available vein can be used. 
The same technic is used as in giving neo-sal- 
varsan or any other intravenous medication. 
The solution should be injected slowly, at least 
four minutes being taken to make the complete 
injection, If the solution is administered too 
rapidly, the patient will complain of a flushing 
sensation of heat, slight nausea, faintness or a 
sensation of constriction of the throat or chest. 


Types or Sepsis Trearep 

Of the thirty-two cases treated, only two did 
not have smears and cultures taken previous 
to treatment which showed a Gram positive 
staphylococcic organism. Of these two cases, 
one was clinically a Gram positive staphylo- 
coccic infection for the patient had multiple 
recurring boils, The second case was one of 
early left femoral phlebitis. Shallenberger, of 
Atlanta, reported at a meeting of the Southern 
Surgical Association, December, 1924, several 
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cases of phlebitis treated successfully by the 
intravenous injection of gentian violet. He 
also stated that the most predominant etiologi- 
cal organism in phlebitis is a Gram positive 
staphylococcus, but this organism is very (iff- 
cult to culture from the blood stream. In 
phlebitis cases a therapeutic test or trial js 
justifiable, however, before attempting to cul- 
ture the causative organisms. The following 
were the diagnoses of the twenty-five cases 
treated : 


Infected wounds, 6; 

Chronic suppurating sinus, 2; 
General peritonitis, 3; 

Multiple recurring furuncles, 1; 
Multiple recurring carbuncles, 1; 
Acute left femoral phlebitis, 1; 
Liver abscess, 2; 


Acute suppurative infection of the extremity, 


2; 
Chronic suppurative osteomyelitis, 1; 
Chronic suppurative arthritis and osteomye- 
litis, 2; 
Acute suppurative mastoiditis, 1; 
Pyonephrosis, 1; 
Empyema, 1; 
Necrotic abscessed testicle, 1. 


REAcTIONS 


Immediately after or during the injection of 
gentian violet, there develops a marked pseudo- 
cyanosis. The degree depends upon the dose 
given. "With the larger doses this feature is 
quite marked and very alarming to the patient 
and his relatives if the cause is not explained. 
This coloration of the skin and mucous mem- 
branes is due to the presence of the dye in the 
circulation. It subsides in a few hours and is 
entirely gone by the end of twenty-four hours. 
A careful watch was kept on these twenty-five 
patients as to their pulse rate, temperature, 
urinalysis and blood examination before and 
after the injections, and in only two out of the 
thirty-two injections did any sign of reaction 


develop. 


The first was in a patient forty-seven years 
old who had a pyonephrosis. He had been hav- 
ing frequent chills, running a septic fever for 
several days, the temperature going as high as 
103.5° F. He was critically ill and seemed to 
be getting worse. Cultures from the drain in 
the left kidney pelvis and from the urine 
showed many Gram positive staphylococci and 
a few Gram positive and negative bacilli. A 
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1 per cent solution of gentian violet was given 

slowly into a superficial vein of the elbow, a 
dose equivalent to 5 mgm. per kilogram of 
body weight. Toward the end of the injec- 
tion the patient complained of a sensation of 
faintness, About fifteen minutes later he had 
quite a severe chill, the temperature rising to 
105.2° F., afterwards returning to normal in 
twelve hours, and the patient seemed im- 
proved, The temperature rose again to 103° 
F. for two successive evenings and then re- 
mained about normal. It is not certain whether 
the chill following the intravenous injection 
was caused by the injection, or whether it was 
merely coincidental, The patient had been 
haying daily chills, though not so severe, and 
a few minutes previous to injection the drain- 
age tube had been manipulated in an attempt 
to discover a new pus pocket. Whether the 
chill was coincidental or not, this case is 
recorded as a reaction following the intra- 
venous use of gentian violet. The patient was 
later discharged from the hospital decidedly 
improved. 

The second reaction followed the intravenous 
use of gentian violet in a man thirty-eight 
years old who had multiple recurring boils that 
could not be controlled by the ordinary pro- 
cedures, He received two doses at four-day 
intervals, Each was equivalent to 5 mgm, per 
kilogram of body weight, and each was given 
into the same vein. Following the first in- 
jection the patient had no trouble, and showed 
improvement in the boils. In order to insure 
a cure a second injection was given. The first 
and second doses were prepared and given 
alike, with the exception of slightly more 
rapid injection of the second dose, and the 
gentian violet powder for the second dose was 
only allowed about fifteen minutes to dissolve 
in the sterile salt solution, whereas the first was 
allowed the usual half hour or more. During 
the injection the patient complained of feel- 
ing hot, had slight nausea and a sensation of 
constriction about the throat. The rate of in- 
jection was slowed until these sensations passed 
off. No infiltration or leakage while the solu- 
tion was being injected was noted, and the 
patient did not complain of any stinging or 
pain about the point of injection. He returned 
home a half hour after the injection feeling 
perfectly normal. About ten hours after leay- 
ing the hospital the patient had a very slight 
chill and developed in his lower left chest a 
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sharp pain which was increased by breathing. 
He returned to the hospital the following day, 
and examination by Dr. O. O. Ashworth 
showed a definite early pleurisy at the left 
lower chest. The patient also complained of 
slight soreness about the site of injection. After 
a few more days the soreness in the arm in- 
creased and was quite definitely confined to the 
vein which had been used for injection for a 
length of 15 cm. from the site of injection. 
There was no sloughing, and after several days 
the acute soreness was largely relieved. Two 
weeks following injection the patient left the 
hospital well with the exception of slight sore- 
ness and induration about the site of the in- 
jection. Dr. Ashworth, who treated the 
pleurisy, was of the opinion that the chest con- 
dition and the intravenous injection were coin- 
cidental, but whether this be true or not is 
hard to determine accurately, as it is possible 
for the pleurisy to have been caused by an 
infarct. Why the periphlebitis developed is 
difficult for me to understand, for during the 
injection there was absolutely no evidence of 
any leakage or infiltration, and the patient 
noticed no subjective symptoms at the site of 
the injection. 


Experimentally and clinically I have caused 
very definite infiltration about a vein with a 
1 per cent solution of gentian violet, and it 
has never caused any trouble except very slight 
tenderness for thirty-six to forty-eight hours. 
The most plausible explanation for the de- 
velopment of the periphlebitis is this case is 
that the gentian violet powder was not suffi- 
ciently dissolved and a small amount leaked 
out around the needle puncture, This caused 
a chemical inflammation about the vein which 
extended along the vein’s lymphatics. The 
gentian violet solution was filtered through six 
layers of surgical gauze before it was admin- 
istered, The lesson I learned from this case 
was always to allow at least a half hour for 
the pow der to thoroughly dissolve, and to use a 
5 per cent solution instead of a 1 per cent solu- 
tion intravenously to insure complete solution. 


FAILures 


As mentioned above, there were five out of 
the twenty-five cases where there was no im- 
provement following the use of intravenous 
gentian violet. A careful study of these cases 
shows two chief reasons for no improvement. 
The most common is that of a mixed infection 
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or one where Gram positive staphylococci are 
either not present or not predominant. ‘The 
second cause of failure is seen in those cases 
where the dye in the blood stream cannot reach 
the infected focus, as, for instance, large areas 
of necrosis or areas where the blood supply is 
scant, as in sloughs, large pus pockets, chronic 
necrotic bone and joint conditions, Dyes will 
only affect those bacteria which are accessible 
to the blood or lymph streams. This fact is 
well shown in Case 2 of the illustrative cases. 


ILLUSTRATIVE Cases 

Case 1.—Staphylococcie general peritonitis.— 
Two days following incision and drainage of 
a large abdominal abscess, Mrs. J. H. S., thirty- 
two years old, developed signs of general peri- 
tonitis. The abdomen became distended and 
rigid, pulse rose to 140 per minute, tempera- 
ture to 102° F., and she was vomiting foul, dark 
material. She rapidly grew worse in spite of 
the usual peritonitis treatment, and her condi- 
tion became so critical that the patient’s rela- 
tives were notified. A pure culture of Gram 
positive staphylococci had been grown from 
the abscess drainage, and as a last resort gen- 
tian violet was injected intravenously, a dose 
equivalent to 644 mgm. per kilogram of body 
weight. No infiltration was present, and no 
reaction followed. Within twenty-four hours 
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Fig. 1—Temperature chart of first illustrative case who had 
a general staphylococzie peritonitis. 


Jiine, 


the pulse rate had dropped to 108, the tempera- 
ture was normal, and the patient was very <e- 
cidedly better (Figs. 1 and 2). The paticnt 
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Fig. 2—Chart of pulse rate of first illustrative case who had 
a general staphylococcic peritonitis. 


was discharged well twenty-one days after the 
injection. 

Case 2—Suppurating abdominal wound, 
acute cystitis, osteomyelitis and arthritis of 
right shoulder, and abscess of left testicle— 
Mr. R. W. A., aged forty years, developed a 
severe suppurating infection of an abdominal 
wound, with septic fever, On account of grow- 


ing a pure culture of Gram positive staphylo-. 


cocci from the wound, and the lack of im- 
provement following the usual wound infection 
treatment, 30 c.c. of a 1 per cent solution of 
gentian violet were given intravenously. This 
dose is equivalent to 5 mgm, per kilogram of 
body weight, There was no infiltration or re- 
action. The temperature at the time of injec- 
tion (noon) was 102.4° F. Three hours later 
it was 103° F., and sixteen hours later 98° F. 
The temperature then remained normal (Tig. 
3). Both general and local conditions were 
greatly improved. Cultures taken daily after 
the injection were negative. Within five days 
a foul, soggy, suppurating wound was clean 
and healing rapidly by healthy granulations. 
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‘wo weeks after this the patient developed 
acute cystitis, acute arthritis of the right 
shoulder and an abscess of the left testicle. The 
abscessed testicle was drained and part of the 
necrotic material removed. Cultures from 
this material and from the urine showed a 
mixed infection containing Gram postive 
staphylococci and Gram positive and negative 
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Fig. 3—Temperature chart of the second illustrative case who 
had an extensive suppurating abdominal wound. 


bacilli and diplococci, A second dose of gen- 
tian violet was given intravenously. The 
preparation and dosage was the same as that 
used for the first injection, but there was no 
appreciable improvement. 

Two and a half months after discharge from 
the hospital he returned with an abscess of the 
right axilla which apparently communicated 
with the shoulder joint. This was incised and 
drained. The patient improved very slowly, 
and he began to have a slight rise in tempera- 
ture. Having previously grown Gram positive 
staphylococci and diplococci from the abscess 
drainage, 40.6 c.c. of a 1 per cent solution of 
gentian violet were given intravenously. This 
7 mgm. per kilogram of 
body weight. There was no infiltration or re- 
action, and the patient left the hospital three 
days afterwards decidedly improved. 

Kight months later the patient again re- 
turned with a chronic draining osteomyelitis 
of the head of the right scapula. Gram posi- 


tive staphylococci and a few bacilli were cul- 
tured from the drainage, and 30 c.c. of 1 per 
cent gentian violet solution (5 mgm. per kilo- 
gram of body weight) were given intraven- 
ously. There was slight infiltration about the 
needle puncture, and no reaction, This gave 
only slight improvement. 

This case showed a very rapid and remarkable 
cure with the first condition, no improvement 
with the second, decided improvement with the 
third, and only slight improvement with the 
fourth. The failure of improvement after the 
second dose was due partially to a mixed infec- 
tion and mostly to the fact that the dye could 
not reach the bacteria in the large necrotic 
abscess cavity. The probable explanation for 
incomplete cure following the last two injec- 
tions is, first, that the patient did not stay 
long enough to have repeated doses, and second, 
because of foci not being accessible to the blood 
stream causing reinfection. 


CoNCLUSION 

In doses varying from 3 to 7 mgm. per kilo- 
gram of body weight, properly prepared 0.25 to 
1 per cent solutions of gentian violet may be 
given intravenously with safety. In sepsis 
where Gram positive staphylococci are the sole 
or predominant etiological organisms and 
where the bacteria are accessible to the blood 
stream, the intravenous use of gentian violet 
is justifiable, indicated, and most bene‘icial. 
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St. Elizabeth’s Hospital. 


Visiting Nurses, Siam. 
Modern public health work is being carried 
on in Siam. A special school for visiting 


nurses was recently opened in connection 
with the child-welfare center of the Siamese 
Red Cross. 
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GLUCOSE AND INSULIN IN 
OBSTETRICS.* 
By WESLEY WILLIAMS, M. D., Norfolk. Va. 

Glucose and insulin can be used advantage- 
ously in a wide assortment of diseases and 
often with dramatic and spectacular benefit. I 
will mention briefly some of these: before or 
subsequent to surgery the patient may not be 
doing so well; he may be vomiting intractably, 
or may have an acidosis due to a concomitant 
starvation. How helpful it is to give him per 
os, by proctoclysis, using the Murphy drip ap- 
paratus or intravenously, glucose! What a 
joy it is to see him improve; in vomiting of 
children there may be an urgent need; in the 
toxemias of pregnancy; in eclampsia the need 
may be no less acute. 

The object of this meeting tonight is to talk 
about obstetrics, so I will consider the use of 
glucose and insulin in toxemia of pregnancy 
and eclampsia. Many theories have been 
promulgated in explaining the etiology of toxe- 
mia of pregnancy and its kindred disorders, 
and in order that the wide variation of causes 
may be appreciated, I will, in passing, call at- 
tention to some of them: auto-intoxication, 
biological reaction due to the passing of pla- 
cental cells into the maternal circulation, en- 
trance of fetal metabolic products into the ma- 
ternal circulation, endocrine disturbances, die- 
tary alterations, aberrated liver function, et 
cetera. No one can say with impunity that any 
one particular cause is responsible; perhaps 
more than one factor is at fault, but there seems 
to be good ground for the assertion that a car- 
bohydrate deficiency often furnishes the excit- 
ing cause. There may not be a relative de- 
ficiency at all but owing to the greatly enlarged 
and growing muscular uterus, fetus and pla- 
cental hypertrophy, more glycogen is needed. 
It has been shown that the fetal tissues and 
placenta are very rich in glycogen. It is a mat- 
ter of common knowledge that whenever there 
is a placental overgrowth as occurs in twin 
pregnancy, syphilis or hydatidiform mole, un- 
due toxemic conditions may often and usually 
do follow. The incessant demand for car- 
bohydrate necessitates an unaccustomed and 
abrupt drain upon the patient who is called 
upon at no time other than pregnancy to supply 
the glycogen at the rate needed to the organs 
and tissues of the body. Where must this gly- 


*Read before the Norfolk County Medical Society, February 
28, 1925. 
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cogen come from that is so urgently and badly 
needed? It is principally from the liver and 
muscles, What are the functions of the liver? 
One of its salient functions is the formation and 
storage of glycogen out of carbohydrate food. 
If, as in pregnancy, there is this already men- 
tioned, unusual demand for glycogen, and if 
the patient does not eat a proper amount of 
carbohydrate food, what happens? In that 
event pathological changes occur in the liver 
that if permitted to continue will cause the pa- 
tient to have definite and manifest symptoms. 
These pathological changes in the liver paren- 
chyma, such as cloudy swelling, fatty infiltra- 
tion and later degeneration, will inevitably 
culminate in liver necrosis if unchecked. It 
has been shown experimentally and abundantly 
at autopsy that if carbohydrate food is fed by 
mouth, or glucose given by proctoclysis or in- 
travenously, improvement in the liver condi- 
tion rapidly follows if the degenerative process 
had not ended in necrosis. 

Let us consider the symptoms of toxemia of 
pregnancy and its modern treatment. It is 
best to separate the cases into two classes, the 
mild and the severe. In the mild cases we have 
nausea and vomiting principally; in the severe 
ones, the symptoms are more devastating and 
there are signs of albumin, acetone and diacetic 
acid in the urine. The acetone and diacetic 
acid, evidences of a general ketosis, are there 
because there had been consumed and meta- 
bolized an inadequate supply of carbohydrate 
and, as a result, the body forces in self-defense 
informally and belligerently attack the protein 
and fat. 


In the mild cases, carbohydrate is fed in 
suitable quantity and at frequent intervals. As 
I have previously alluded to, on account of the 
growing fetus, hypertrophied uterus and _pla- 
centa, more carbohydrate is needed for the 
body needs. Proteins and fats are reduced ma- 
terially if these have been used excessively by 
the patient. Usually the patient will improve 
rapidly and soon be on the way to recovery; 
but if the case is more severe and the patient 
is vomiting incessantly, and albumin, casts, ace- 
tone and diacetic acid are present, the patient 
in starved for twenty-four hours, 800 c.c. of 
5 per cent glucose and 2 per cent sodium bicar- 
bonate is given by proctoclysis, the stomach is 
lavaged with the stomach tube and two ounces 
of magnesium sulphate left in the stomach at 
the completion of the lavage. In prolonged 
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vomiting there is a reversed peristalsis and the 
magnesium sulphate changes the direction 
back into its normal downward course. Intra- 
venously glucose is given, 300, 500, even 1,000 
c.c. of a 10 per cent solution. There are dis- 
advantages to giving normal salt solution, for 
sodium chloride is usually retained in the 
blood in these severe cases far above normal 
amounts. This is obvious if one pauses a few 
moments to reflect; if the systolic blood pres- 
sure is above 185 m.m. mercury, it is a capital 
idea to remove 300, 500, or even 1,000 c.c. of 
blood. The object of withdrawing blood is the 
removal of toxic products, rather than to 
merely lower blood pressure. After the pre- 
liminary twenty-four starvation, food should 
be given orally. It is better to give solid food 
than too much liquid bulk if the vomiting is 
still aggravating, as solids are retained when 
liquids are vomited. These solids should be 
carbohydrate: crackers, toast, cakes, pepper- 
ment candy, cold bread, while a small quantity 
of cream of tartar lemonade in the proportion 
of a drachm to a pint respectively is a very 
important adjunct. Cream of tartar has a 
favorable effect on the alimentary canal and 
kidneys. The proctoclysis of glucose and soda 
cin be repeated every eight hours and the in- 
travenous glucose injected every twenty-four 
hours. It is very likely that with the adequate 
supply of carbohydrate absorbed from the 
mouth, bowel and blood stream, the patient will 
show immediate and continuous improvement, 
but, if she does not, there is no other course 
left than to bring about a therapeutic abortion. 
There is no doubt that many cases aborted 
could be relieved by palliative and conservative 
measures. 

During the last few years, the intravenous 
route for furnishing medicines to a patient has 
grown in popularity tremendously. In my 
mind the treatment of syphilis by the various 
salvarsans did much to popularize this route. 
In the course of human events, it is quite 
natural that men should concentrate their 
minds on the feasibility of administering an 
easily absorbable food directly into the blood 
stream. Glucose was naturally selected. 

A number of physicians in giving glucose in- 
travenously have reported reactions. It is not 
necessary to obtain a reaction, and to avoid 
such, every precaution should be taken: the 
glucose should be of the best quality. Merck’s 
Highest Purity is that preferred by many; it 
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is dissolved in freshly distilled water, filtered, 
then sterilized. If these precautions are fol- 
lowed carefully, a reaction will be a rare oc- 
currence. 


Let us pass onward to the consideration of 
a more serious illness—eclampsia. Try to pic- 
ture the patient vomiting, comatose, convuls- 
ing, blood pressure high, acidosis. What is to 
be done? Instantly two widely diverse 
methods of treatment enter into your thoughts, 
—the radical and the conservative. In the 
radical method, forcible dilatation of the cer- 
vix is resorted to and a rapid delivery conse- 
quently effected. This used to be the method 
“par excellence,” but in more recent years the 
pendulum has swung to the conservative plan, 
with tabulation of better results. Various con- 
servative plans are practiced in the world at 
large, but the Stroganoff, Dublin and Williams’ 
features embody what are apparently best. I 
believe it discreet to appropriate the salient, 
stellar points of each and combine all three 
methods, The patient should be in a room to 
herself with the attendance of a special nurse, 
if possible, morphia gr. 4% hypodermically 
should be given and repeated in the same or 
smaller dose according to the then existing 
need; if there is much frothing at the mouth, 
atropine sulphate gr. 1/150 can be profitably 
included in the hypodermic. The patient is 
kept on her side in order that any mucus pres- 
ent in her mouth will run out, consequently 
lessening the danger to aspiration pneumonia ; 
gastric lavage is done and two ounces magesium 
sulphate left in the stomach just before remov- 
ing the stomach tube. A soap-suds enema is 
given and by proctoclysis 5 per cent glucose 
and 2 per cent soda is allowed to run in slowly. 
200 to 500 or even 1,000 c.c. of blood is removed. 
Whitridge Williams advocates the removal of 
large quantities of blood, and says that gener- 
ally we remove too little. If the blood pres- 
sure tumbles to around 100 m.m. mercury and 
the pulse becomes concomitantly fast, he has 
not found that a real disadvantage. 250, 509 
or even 1,000 ¢.c. of a 10 per cent glucose solu- 
tion is given intravenously, and repeated every 
twenty-four hours for the time being. If the 
patient is doing badly and no improvement is 
obvious after a painstaking and thorough trial 
of the conservative method, it is expedient to 
bring on a therapeutic abortion and deliver in 
the easiest manner, As a rule, however, this 
course can be averted if statistics are correlated 
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and followed. As the patient improves, feed 
her carbohydrates, as outlined previously. As 
a result of this carbohydrate metabolism, im- 
portant changes are occurring in the liver ware- 
house. The depleted supply is being replen- 
ished and the destructive process is halted, even 
stopped completely, unless necrosis has already 
ensued. 


It was conjectured that the rate of absorption 
of the glucose from the blood stream would 
serve as a criterion of liver improvement. If 
the glucose was quickly absorbed and con- 
verted into glycogen, it would mean that the 
liver had not lost its function; and, conversely, 
if the sugar did not promptly disappear, it 
could only point out that the liver cells were 
so badly damaged and its function of storing 
glycogen so greatly restricted, even lost, that 
the patient was in a very serious condition and 
a lethal exodus might be expected to ensue. 


Certain investigators studied this problem 
diligently in relation to normal pregnant 
women and toxic cases. So far as possible, all 
cases were placed under the same general con- 
ditions, and in each case the same quantity of 
glucose was given intravenously and a definite 
time limit allotted in each case for it to run in, 
Frequent blood sugar readings were made. 
Just before the injection of glucose, a blood 
sugar was taken, five minutes later another 
was done, in thirty minutes a third, one hour 
later a fourth, and in another hour a fifth 
blood sugar. Of course No. 1 blood sugar 
serves as a control, while No. 2 represents the 
peak of the blood sugar after the intravenous 
injection of the glucose; No. 3 shows the re- 
duction in blood sugar thirty minutes after 
No, 2, Nos. 4 and 5 show whether or not the 
blood sugar has returned to normal during the 
allotted intervals. Bloods 2 and 3 are con- 
sidered the most significant because they indi- 
cate the greatest amount of reduction in blood 
sugar accomplished by the liver and tissues in 
thirty minutes. The blood sugar was deter- 
mined by the Folin-Wu and the modified Folin- 
Wu procedures. 

In the normal and border-line toxic cases of 
pregnancy, it was found that the difference be- 
tween blood sugars No. 2 and No. 3 generally 
fell within the limits of 68 and 106 mgms. of 
sugar. In the toxic cases, if this difference was 
as low as 50 mgms. sugar, it meant that the 
liver was functioning badly and not absorbing 
the sugar. If this difference was below 40 
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mgms. sugar, it meant that death was in- 
evitable. 


The object in making these blood sugar <e- 
terminations was to study the liver chanyes 
and the need of the body for carbohydrate. No 
valuable time was lost, nor was anything left 
undone that might benefit the patients. After 
the experimental data had been obtained, thie 
blood sugar readings on other patients were 
later dispensed with. 

In these toxic cases much can be accoin- 
plished when glucose and soda are administered 
by proctoclysis; much more is accomplished 
when glucose is given intravenously should the 
occasion justify it. Inasmuch as glucose is so 
badly needed, it is expedient to venture one 
step further and give insulin hypodermically 
in order that the glucose may be more promptly 
utilized. It seems certain that in these toxic 
cases there is a marked impairment of carho- 
hydrate metabolism. Insulin causes the rapid 
utilization, ¢. e., the burning of glucose in thie 
body. The metabolism of fats and their inter- 
mediary products, acetone, diacetic acid, Beta- 
oxybutyric acid, is to a large extent dependent 
on the metabolism of carbohydrate. It is 
graphically stated that fats burn in the flame 
of carbohydrates. Since insulin increases the 
combustion of carbohydrates, it also increases 
that of fats and the mentioned intermediary 
metabolic products, which are of extreme im- 
portance in causing acidosis or ketosis. 

The remarkable and dramatic results 
achieved with insulin in clearing up diabetic 
acidosis, even coma, are also observed when 
insulin is given hypodermically along with 
glucose intravenously in non-diabetic acidosis, 
regardless of the cause, whether post-operative 
or in ketosis due to intractable vomiting of 
pregnancy. 

Regarding the method of treatment as es- 
pecially appertains to glucose and insulin, a 
brief consideration is necessary. Up to 1,000 
c.c. of a 10 per cent glucose solution is con- 
venient to use, as, with it, the patient receives 
a much needed supply of fluid along with the 
glucose. The solution should be run in slowly 
and kept warm. About fifteen minutes after 
the injection has been started, ten units of in- 
sulin is given hypodermically and repeated at 
intervals. One unit of insulin causes the utiliza- 
tion of from 2 to 3 grams of glucose. If 100 
grams of glucose is given in 1,000 c.c. of water, 
30 units of insulin could be safely given. For 
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safety’s sake, an excess of glucose should be 
given to prevent a possible hypoglycemic reac- 
tion or insulin shock. 

Medical knowledge and technique are ever 
changing. There has been so much written 
since its epoch making discovery that in re- 
viewing the literature concerning insulin in the 
medical journals at my command, I was sur- 
prised to find that insulin was being increas- 
ingly used in other fields and pastures than 
diabetes by eminent authorities. When asked 
by our chairman to read a paper on obstetrics, 
I decided to weave together glucose and insulin 
in an appropriate manner. 

Like Columbus who even died never realizing 
that he had discovered an unknown western 
continent-—A merica—for he believed that what 
he discovered was India, so Banting and his 
associates in their early, historical and memora- 
ble work perhaps never conceived how great a 
discovery they had made and what revolu- 
tionary changes would be evolved in the treat- 
ment of other conditions than diabetes. I feel 
certain that future literature will be richer in 
newer facts along this line. 

612 New Monroe Building. 


THE TREATMENT OF DIABETES BY THE 
COUNTRY DOCTOR.* 
By I. K. REDD, M. D., Atlee, Va 

In selecting a subject for the first paper to 
be read before the Hanover County Medical 
Society, I have chosen one—The Treatment of 
Diabetes by the Country Practitioner—which I 
hepe will prove of practical value to every 
member of the Society. 

The discoveries in the field of medicine in 
the past twenty years have not been acci- 
dental, nor have they been handed down to us 
by old Indian medicine men, nor are they the 
dream children of druggists, as some of our 
newspaper advertisements would lead us to 
believe. They have been made in experimental 
laboratories designed for that purpose by hard 
working, scientific men and women, often after 
years of research. The discovery of insulin by 
Banting is a good example, salvarsan by 
Ehrlich is another. The fact that these new 
gland extracts, serums, drugs, etc., have been 
elaborated in research laboratories by techni- 
cians, rather than by practitioners, often means 
that there must be special apparatus, elaborate 
laboratory equipment and ofttimes specially 


“Read before the Hanover County Medical Society. 


VIRGINIA MEDICAL MONTHLY. 


147 


trained men to administer them, and _ this 
means hospitalization and expense for the pa- 
tient, which sometimes he cannot meet. The 
country doctor, then, must find a way to sim- 
plify or modify the technique to meet the re- 
quirements of his limited time and equipment, 
in order that his patients can have the ad- 
vantages they deserve. 

The use of insulin in the treatment of dia- 
betes is really a hospital procedure, the amount 
and frequency of dosage being governed by 
the blood sugar. The blood sugar test is com- 
plicated, necessitating a micro-colorimeter, 
which is a very expensive instrument. It can 
be used, however, not with as exact dosage or 
results, but with enough accuracy to relieve 
the patient and allow him to enjoy life with- 
out being in constant dread of an acute ace- 
tone poisoning. 

I wish briefly to run over the chemistry of 
diabetes, to show why and when insulin is in- 
dicated, and how it can be used in our practice. 
The pancreas is functionally a gland of both 
internal and external secretion, and in its so- 
called “Islands of Langerhans” it possesses 
tissue elements embryologically and function- 
ally distinct from that of its glandular acini 
which are concerned with the production of its 
external secretion. These islands, called the 
“insular apparatus,” are believed at present to 
produce normally a hormone which is essen- 
tial to the adequate control of glycogenesis and 
the formation and elimination of acetone 
bodies in ‘the human organism. They are lo- 
cated in the tail of the pancreas and an ex- 
tract made from that portion of the pancreas 
of animals is called insulin. 


In the digestion of carbohydrates the sugars 
are absorbed as glucose, which is converted 
into glycogen by this hormone, which is our 
natural insulin, and absorbed by the tissues. 
In the absence of insulin the tissues are un- 
able to absorb glucose as such. There is an 
excess in the blood, which is eliminated by the 
kidneys and we have diabetes. The tissues be- 
come starved with plenty of food at hand which 
they cannot assimilate. The body fats are then 
called on to make up the deficiency and in their 
metabolism we have as a by-product acetone 
which breaks up into diacetic acid and ketone 
bodies, and these are systemic poisons. This 
condition, acute acetonemia, is responsible for 
most of the deaths in diabetics. By giving 
manufactured insulin, to take the place of the 
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natural product, we prevent this condition, or, 
when it exists, relieve it if it hasn’t advanced 
too far. 


Insulin, therefore, has not surplanted diet in 
the treatment of diabetes, but it is used in se- 
lected cases only. In mentioning diet with 
which we are all familiar, I wish to call atten- 
tion to a little book published by W. B. 
Saunders & Co., called “A Primer for Diabetic 
Patients.” It contains a description of dia- 
betes, the technique for qualitative sugar test, 
insulin therapy, and very serviceable diet lists, 
menus and recipes for diabetics, put in a form 
that the layman can understand. Each of my 
patients is given this book and they take a 
great deal of interest in it. In a short time 
they become good diabetic dietitians. It also 
saves the doctor considerable explanation and 
detail. 


For convenience as to method of treatment. 
I wish to divide diabetics into three classes, 
with a report of a case in each class. These 
cases are all white women between the ages of 
55 and 65, married, with children, none of them 
having any other trouble complicating the 
diabetes, and all have lived in about the same 
social and economic environment their entire 
lives. 

In the first class I have placed those cases 
which are either early, mild, or both. These 
patients have a fair tolerance for sugar but 
are easily overwhelmed, do not show acetone, 
and on proper diet clear up in from one to 
six months. They respond nicely té diet and 
do not need insulin. In this class I report 
Mrs. A. M., age 57. She complained of head- 
ache and polyuria, her urine showing sugar 
only. This patient was given a primer and, 
under treatment, was symptom free in three 
weeks, her urine was sugar free in two months 
and has remained so for the past eight months. 
specimens having been examined weekly. She 
is now on a liberal diet. These cases are, of 
course, easily dealt with and, with co-opera- 
tion, become sugar free and remain so. 

In the second class I have placed cases of 
longer standing, which finally clear up under 
dietetic treatment in from six months to sev- 
eral years. They may show an occasional trace 
of acetone which clears up on the administra- 
tion of soda. They have a low sugar tolerance, 
but enough to save their body fats. These pa- 
tients should be placed in a hospital, given in- 
sulin until sugar free and their tolerance esti- 
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mated, after which they are more easily kept 
sugar free; but with only an occasional trace 
of acetone, which responds to treatment, it is 
reasonably safe to treat them at home. In this 
class I report Mrs. L. S. R., age 60. She com- 
plained of weakness, polyuria and polydipsia, 
voiding about four gallons of urine in twenty- 
four hours. Her urine was loaded with suvar 
and a trace of acetone, which cleared up on 
the administration of soda. On diet, in the 
first three weeks her urinary output was re- 
duced to two gallons in twenty-four hours. 
Her urine showed sugar with an occasional 
trace of acetone for two years, with gradual 
improvement as to amount and decreasing 
thirst. She became sugar free and has re- 
mained so for the past year. The amount 
voided in twenty-four hours is between three 
and five pints. She eats freely of five per cent 
and two tablespoonsful of ten per cent vege- 
tables twice daily. This case would have im- 
proved far more rapidly had she been given 
insulin and rendered sugar free in the begin- 
ning, but at the time it was not in general use. 
She, however, was never in danger of acetone 
poisoning, and treatment at home was entirely 
within the limits of safety. 


This brings us to class three, and here we 
find the dangerous cases. These patients have 
so low a tolerance that on a most careful ciet 
they slowly become weaker, lose weight and 
finally die from acetone poisoning. Soda when 
taken in large quantities does not relieve this 
condition and the urine cannot be alkalinized. 
Insulin is the only hope for these patients and 
the sooner given the better. The method of 
administration I will outline under the case 
report. Mrs. E. G., age 63, was first seen in 
August, 1923. She complained of weakness 
and loss of weight, thirty to forty pounds, in- 
creased thirst and urinary output, which con- 
dition she stated began in June. Her urine 
was loaded with sugar, acetone and diacetic 
acid, twenty-four hour output was two gal- 
lons. Under diet and soda her symptoms im- 
proved and her daily output dropped to six 
or seven pints, acetone was present in almost 
every specimen examined, and I was unable to 
alkalinize her urine. I urged her after sev- 
eral months of treatment to go to a hospital 
and have her tolerance worked out, but she 
refused. Her condition remained unchanged, 
with no loss of weight for eight months until 
April 10th, when I was called to see her for se- 
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vere nausea and vomiting. Her face was flushed, 
breath fruity, and she vomited every few 
minutes. I insisted on taking her to a hos- 
pital but she refused, so I started soda by rec- 
tum, milk of magnesia by mouth, and an ice 
cap to her abdomen. I saw her four hours 
later and she was drowsy, taking short naps 
every little while. Her husband then con- 
sented to her removal, and she arrived at St. 
Luke’s Hospital in complete coma ten hours 
after her nausea began. She was referred to 
Drs. J. G. Nelson and S. W. Budd, of the 
McGuire Clinic. On admission her blood 
sugar was 400 mg. per 100 c.c. (100 mg. nor- 
mal). She was given 400 grains glucose and 
120 grains bicarbonate of soda by rectum and 
forty units insulin by hypodermic, and _ this 
was repeated every six hours for the first 
twenty-four hours, when it was discontinued 
on account of rectal irritation. She began to 
improve after twelve hours and in twenty-four 
hours was conscious but not entirely rational. 
She was put on soft diet (sugar free) for three 
days and her tolerance worked out and found 
to be nil. On forty units of insulin a day a 
diet was worked out which allowed her to eat 
liberally of five per cent and moderately of 
ten per cent vegetables. Her blood sugar 
dropped to 150 mg. per 100 e.c. in six days, 
acetone absent in five days, when she was cut 
to ten units of insulin twice daily. An in- 
teresting complication in this case was noted 
when the acetone disappeared; her urine was 
loaded with granular, hyaline and waxy casts, 
but these disappeared in several days and have 
never recurred. This condition was due to 
renal irritation by acetone bodies. On return- 
ing home after two weeks in the hospital, her 
daughter was taught to do a qualitative test 
for sugar. She was equipped with a spirit 
lamp, two ounces each of Fehling’s solutions 
A and B, and test tubes, and was directed to 
examine a specimen voided before breakfast 
eich morning. If sugar was present, she was 
to give ten units (1% e.c.) of insulin before 
breakfast and supper of that day. If the 
urine was negative she was to get no insulin 
that day. For this she used a 11% c.c. glass 
syringe, needles, and alcohol. She mastered 
this technique very quickly, and since then the 
whole family delight in giving “hypos” and 
doing urinalyses. She uses the iletin put up 
by Lilly in 5 c.c. ampules, twenty units to the 
c.c, This preparation keeps well and does not 


have to be kept on ice. The cost is $1.20 per 
ampule. Since her return she has gained ten 
pounds, her urine contains sugar three or four 
days in a week and she gets insulin on those 
days, but there has never been a trace of ace- 
tone or diacetic acid. Her output is between 
two and three pints in twenty-four hours. She 
is cautioned against a hypoglycemia by watch- 
ing for the following symptoms; if, after tak- 
ing a dose of insulin, she feels faint or has 
dyspnea, she is to eat cane sugar until relieved. 
She has, however, never had to do this. Her 
skin has never been irritated by the “hypos.” 
She does her own house work and requires less 
insulin when taking exercise than when quiet. 

This woman would certainly have died with- 
out insulin, and although we are supposed to 
govern dosage by daily blood sugar tests, this 
is impossible in country practice, so with daily 
urinalyses we have been able to keep her as 
near sugar free as safety will permit. I check 
up on their sugar tests from time to time and 
find them correct. I believe that after a period 
of rest of her “insular apparatus,” it will in- 
crease its function and she can discontinue 
insulin. Had this patient gone to the hos- 
pital earlier, as advised, she would have saved 
considerable expense, shortened her stay by 
more than a week, and missed a close call to 
pass into “that bourne whence no traveler re- 
turns.” These people are not educated or 
trained in any special work; they are just plain 
farmers of ordinary intelligence, as we all 
have in our practice, and yet they are capable 
of taking care of this old lady and making life 
more comfortable for her at a cost of about 
$1.00 per week. 


INTRAPERITONEAL SALINE INJEC- 
TIONS IN INFANCY.* 


By MARTIN LASERSOHN, B. S., M. D., Richmond, Va. 
Instructor in Medicine, Medical College of Virginia. 


In view of the rather striking beneficial 
effects of the introduction of saline into the 
abdominal cavity in dehydrated infants, and 
in view of the recorded experiences of those 
who have used this method of treatment, it is 
surprising to see how few general practitioners 
and others who treat sick infants use this 
therapeutic measure, It may be that this pro- 
cedure has not been sufficiently emphasized in 
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the literature and for this reason does not have 
a widespread use. It may be, too, that the 
symptoms arising from the loss of water con- 
tent are not as obvious as many other condi- 
tions and symptoms, It may also be that the 
symptoms, though recognized, do not appear 
to be as important as they really are. Again, 
too, it is in very recent years that dehydration, 
though secondary, has been shown to be a 
definite clinical entity requiring definite treat- 
ment. The importance of this condition has, 
however, been emphasized in the year just 
passed. 
SymproMs SicNs or DEHYDRATION 

Infants are subjected in greater number, and 
to a greater degree, to severe dehydration be- 
cause of the prevalence and severity of gastro- 
intestinal upsets, Vomiting and diarrhea 
represent the two chief avenues by which 
water escapes from the system; at the same 
time they represent the closed avenues by which 
water is unable to enter the body for absorp- 
tion and consequent utilization. 

An infant who has been the subject of severe 
diarrhea and of vomiting presents a rather 
characteristic picture. He usually is an athrep- 
tic infant, underweight, malnourished looking, 
with loose skin and prominent bones. He lies 
on his back uttering an occasional feeble cry. 
Some are so weak that they go through the 
facial movements of a cry without uttering a 
sound, The skin is very pale; in severe cases 
gray colored. It hangs in loose folds and feels 
dry. On pinching the skin it is seen to stay 
pinched for a moment or two and then slowly 
straighten out. This dry feel to the skin is 
noted everywhere, and this lack of normal 
elasticity is pathognomonic of dehydration. 
The eyes appear sunken, and in the more ad- 
vanced cases a film is seen on the conjunctivae. 
The fontanelles are sunken, sometimes very 
markedly so. The mouth is held open and is 
very dry; the lips are often red in appearance. 
The pulse is rapid and may be markedly irregu- 
lar. 
a fever may be present. The respirations are 
rapid; in the more severe cases they are deep 
and labored and costal in type resembling the 
Kussmaul type of breathing. The output of 
urine is nil, Severe collapse with cold extremi- 
ties, very low temperature, ashen gray skin, 
expressionless face, and staring eyes are end 
stages. 


1. Editorial, J. A. M. A. 83:668-664 (August 25), 1923. 
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EXPLANATION OF SYMPTOMS 

Marriott? has shown that the effects of |. ss 
of water from the body are explainable on t!ic 
basis of the resultant desiccation of the blood, 
or anhydremia, In the anhydremic state there 
is an increase of the total solids of the blood 
and in the dried weight of a unit volume of 
the blood, The specific gravity of the blood is 
increased, and there is an increase in the red 
blood cell count and a corresponding incre:se 
of the hemoglobin percentage. 

Marriott also states that serum protein not 
infrequently increases 50 per cent in concen- 
tration. In the later stages of anhydremia, a 
decrease, however, in the concentration of 
hemoglobin and protein occurs, even though 
the body weight and blood volume determina- 
tions may indicate a further loss of water. 
This has been said to be an indication of de- 
struction of blood corpuscles and serum pro- 
teins. 

The deep and labored respiration is an evi- 
dence of the acidosis that occurs when desicca- 
tion of the blood takes place. Further evi- 
dences of an acidosis being present are the facts 
that there are a diminished alkali reserve, car- 
bon-dioxide content, and bicarbonate combin- 
ing power of the blood. This acidosis is ex- 
plainable, in part, on the fact that there is a 
functional disturbance of the kidney with very 
little or no output of urine. As a result, there 
is a lack of excretion of the acids normally ex- 
creted, the predominating acid being acid- 
phosphate. An excess of inorganic phosphate 
is demonstrable in the blood. There is also 
probably an over production of acids in the 
tissue, a result of suboxidation. The kidney 
dlisturbance also explains in part the increase 
of the total non-protein nitrogen of the blood 
as well as the urea. 

The abnormal respiration then is explain- 
able on the basis of this acidosis, The high 
non-protein nitrogen and the anuria are 
analogous to a uremic state and explain the 
twitchings and, in the later stages, the con- 
vulsions of these patients. The urine, when 
obtained, shows albumin and casts. Infants 
with severe anhydremia are sometimes sent into 
the hospital with a diagnosis of nephritis be- 
cause the doctor has found an abnormal urine, 
or because the mother has noticed that the 
child does not wet the napkin. A definite ne- 
phritis, however, cannot be said to be present 


2. Marriott, W. McKim, Phys, Reviews, 3:275-294 (April), 
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in these cases, because few of these kidneys 
show any pathological changes and _ because, 
with the establishment of normal water con- 
tent, the urine is again obtainable in normal 
amounts and examination for albumin and 
casts is negative. 

The peculiar gray color of these patients has 
been shown by Marriott to be due to a com- 
pensatory constriction of the peripheral arte- 
rioles and a greatly reduced volume flow of the 
hiood. The color of these patients invariably 
vets better when the volume of the blood is 
restored. 

The ioss of weight in these infants is, of 
course, explainable on the basis of the deple- 
tion of the system of a considerable amount of 
water, and on the basis that, due to the vomit- 
ing and diarrhea, there has been little food in- 
take, Malnutrition, with loose skin, prominent 
bones, sunken eyes and depressed fontanelle 
result. 

The fever that these patients show may be 
due to a concomitant infectious process, such as 
in the ears, respiratory apparatus, or bowel. 
Newly born dehydrated infants, however, show 
fever which disappears as soon as the dehydra- 
tion is alleviated. This is the so-called “de- 
hydration fever,” and has been mistaken for a 
number of things, such as birth injuries and 
infections, It has been explained on the basis 
that due to the loss of water, there is a dimin- 
ished amount of water left for evaporation, 
the reduction being so great, that there is not 
enough left to remove the heat of metabolism 
and fever then occurs, “Water is the central 
factor in the regulation of bodily heat,”—it is 
the one liquid, above all liquids, that is fitted 
for temperature equalization and regulation 
due to its qualities as regards specific heat, heat 
of evaporation, and conductivity.’ 

At post mortem, infants that have died with 
the condition under discussion show very dry 
tissues and skin, and very dry serous cavities. 
As a general rule they make very clean autop- 
sies, One gets the impression, even as the 
various blood vessels are cut, that there is a 
decreased amount of blood and body fluids. 


REAsoNs FoR GIVING SALINE 
INTRAPERITONEALLY 
Having decided that a condition of anhy- 
dremia is present, and that it needs to be re- 
lieved, the question then comes up as to how it 


would be best to bring the water content up 
8. Editorial, J. A. M. A., 82:1200 (April 12), 1924. 
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to normal in as quick and effective and safe a 
way as possible. On account of the vomiting, 
and because of the small amount of water that 
such sick and weak infants take by mouth 
anyway, this route can be used very little and 
with barely much effect. Some advocate giv- 
ing water by mouth by gavage, but when 
vomiting is present and when there is great 
prostration, this method is found to be not 
satisfactory. The insertion of a tube through 
the nose or mouth to the stomach, and the 
giving of water by the drop method in this 
tube is also inefficient in many cases because of 
the vomiting, and because of the necessity of 
keeping the tube in the nose or mouth for a 
prolonged period. 

The condition calls for a lot of water im- 
mediately. Rectal administration, on account 
of the diarrhea and slow limited absorption, 
is obviously very ineffectual. Fluids given 
subcutaneously are, in severe cases, almost im- 
perceptibly absorbed; in others very slowly 
absorbed, and then only in small amounts, In 
milder cases from 50 c.c. to 100 ¢.c. of saline 
can be put under the skin of the scapulae with 
some benefit, but in most cases, on account of 
the poor circulation and the poor absorption, 
one finds the results not very striking, so that 
in severe cases requiring quick restoration of 
the blood volume this method is not effectual. 

Intravenous injections are sometimes impos- 
sible, and often very difficult, and not without 
danger. It is, too, rarely possible to inject a 
sufficient amount of saline intravenously to give 
the desired effects without throwing too great 
a burden on the already impaired circulation. 
For these reasons, and because of its advant- 
ages and safety, saline is given intraperi- 
toneally, First used by Blackfan and Maxcy! 
at the suggestion of Dr. Howland who saw it 
used on the service of Professor Garrod at 
St. Bartholomew’s Hospital in London, the 
method has found widespread application and 
enthusiastic support. 


Tue Merxop 

The area of injection is the lower abdomen 
in or close to the midline, After cleansing the 
skin with iodine and then alcohol the needle, 
connected with the receptacle containing the 
saline, is inserted into the abdominal cavity at 
an oblique angle through the linea alba, or, 
better still, just to the right or left of this line. 


“4. Blackfan and Maxey, Am. J. Dis. Child., 15:19-28, Jan., 
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As the skin and subcutaneous tissues are raised 
with the left hand, the needle is pushed into 
the wall with the right hand until the sense 
of resistance that the abdominal wall gives has 
been overcome. A needle such as is ordinarily 
used to take blood for the Wassermann test 
does very well. The sterile graduated glass 
container, into which the warm saline has 
been put, is now raised three or four feet above 
the abdomen and the saline is allowed to run 
in. 

The infant apparently suffers some pain 
when the needle is put in, and a lesser amount 
when the needle is removed, but very often 
falls asleep while the saline is running into 
the abdominal cavity. Upon removal of the 
needle a sterile piece of gauze, held firmly in 
place by a wide piece of adhesive, is applied 
to the puncture wound, The needle is with- 
drawn when the abdomen becomes slightly dis- 
tended (that is, when the abdomen is on a 
level with the costal margins); should too 
much saline be put in, as evidenced by respira- 
tory embarrassment, some of the fluid, occa- 
sionally as much as 20 per cent, can be removed 
by lowering the cylinder or flask containing 
the fluid to a level below that of the abdomen. 
In this way, by syphoning, fluid drop by drop 
or in a slow stream runs back into the flask. 
The pressure that has been produced by the 
occasional injection of too much fluid can often 
thus be removed. 


Amount Ingecrep 

In very small infants the amount injected is 
50 ¢.c.—100 ¢.c. In small infants 100 ¢.c.—150 
c.c. is injected, while in larger infants 150 c.c.— 
300 ¢.c. is injected. 300 ¢.c. should be the maxi- 
mum injected at one time for larger infants, 
while for smaller infants not more than 200 
c.c. should be injected at one time. As a rule, 
one injects 20 c.c. or 25 ¢.c. for each pound of 
body weight. Injections may be repeated every 
ten to twelve hours without harm. 

It is very difficult to injure the intestine with 
the needle. It is perhaps conceivable, that by 
extremely faulty technique, bowel puncture 
would be possible by pushing the needle so deep 
that it would catch a portion of the intestine 
against the spine and posterior abdominal wall. 
The abdomen in such infants is usually very 
much sunken, so that the spinal column can be 
very easily felt; such a mishap as just de- 
scribed would, however, seem most unlikely. 
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Backes® reports four cases of peritonitis fol- 
lowing injection. In the literature I can find 
no other reported cases of such mishaps and 
I have never seen, either clinically or at autopsy, 
a case of peritonitis following the injection of 
saline into the abdominal cavity. Those who 
have written on this subject only commend thie 
harmlessness of injecting saline intraperi- 
toneally and the good results that follow. 
McLean and Lang® state that “injection of 
fluid into the peritoneal cavity in dehydrate: 
infants is a simple method of procedure which 
in our hands has had no undesirable effects.” 
Aikman? states that the peritoneal route of the 
injection of fluids proved superior to all other 
methods because of the ease and rapidity of 
administration, the volume of fluid that can 
be given at one time, and the certainty that no 
fluid will be lost. Gittings and Donnelly. in 
a comparison of different methods of intro- 
ducing water, state that the mouth and intra- 
peritoneal routes are the only methods that 
permit of the safe and painless administra- 
tion of water in sufficient amounts to be of real 
value, Davison,’ in writing of its application 
to dehydrated cases in bacillary dysentery 
says, “this procedure has undoubtedly saved 
many lives.” 


ApsorrTion oF FLUID 


The absorption of fluid injected intraperi- 
toneally is quite rapid. Blackfan and Maxcy 
noted that after the injection of 200 c.c. of 
fluid six hours before death in an infant weigh- 
ing twenty pounds, only 20 c.c. of fluid was 
found post-mortem, This infant had also re- 
ceived 250 cc. of fluid eighteen hours before 
death. Denzer and Anderson” state that their 
own post-mortem findings show that, as a rule, 
all but a comparatively small amount of the 
injected fluid was absorbed at the end of 
twenty-four hours. Quite recently, I injected 
75 e.c. of normal saline into the abdominal 
cavity of a moribund infant. This patient died 
eight and one-half hours later and at autopsy 
the abdominal cavity was found dry. 

Dandy and Rountree" found that from 40 

5. Backes, Munchen. Med. Wehnschr., 68:1082, (part 2) 1921. 
sof McLean and Lang, Am. J. Dis. Child., 19:359-369, May, 


7. Aikman, J., J. A. M. A., 74:244-245, Jan. 24, 1920 . 
om Gittings and Donnelly, Am. J. Dis. Child., 23:124-131, Feb., 
22. 


9. Davison, W. C., Medicine, 1:465, Nov., 1922. 

10. Denzer and Anderson, Am. J. Dis. Child., 21:565-574, 
June, 1921. 

11. Dandy and Rountree, Ann. Surg., 59:587-596 (April), 1914. 
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per cent to 60 per cent of phenolsulphonephtha- 
lein solution was absorbed in one hour after its 
injection into the abdomen. 


Denzer and Anderson,’ after the insertion 
of capillary tubes into the abdominal cavity, 
made taps at stated intervals after the ad- 
ministration of fluid. Observations were made 
on solutions of different composition ; physio- 
logic saline, Ringer’s solution, and hypotonic 
salt solution. From these studies they con- 
clude that absorption is variable, taking place 
from twelve to forty-eight hours. These 
authors also studied the reaction of the peri- 
toneum by observing the total and differential 
cell count of the fluids obtained. They find 
that there is evidence of a very mild inflam- 
matory reaction of a sterile type which, how- 
ever, does not, as they state, contraindicate the 
repetition of an injection. Our own autopsies 
show no gross inflammation whatever, the clean 
site of the needle tract being the only evidence 
of an injection having been made. 


The results obtained are in most cases most 
gratifying and at times dramatic. A severely 
dehydrated child lying practically comatose 
with deep, labored breathing, poor color, cold 
extremities and dry mouth and skin will often, 
after one injection or perhaps a series of two, 
three or four injections respond beautifully. 
The tongue, lips and skin become moist, the 
anxious expression disappears, the eyes appear 
less sunken and brighter, the urine begins to 
be secreted again, the temperature becomes 
more normal and, in general, the infant looks 
brighter, stronger, and better, the response 
being not unlike the recovery from acute shock. 

The following case picked from a number 
of such infants, illustrates the symptoms and 
signs of the subject under discussion, the 
severity of the condition when it is well 
marked, and the response that such infants 
frequently make to this type of treatment. 
It must be kept in mind, however, that the 
restoration of water lost is, of course, but the 
first concern, for proper food must necessarily 
be supplied as soon as possible. Before this 
can be done the anhydremia must, however, be 
righted so that bodily functions may go on 
properly. 

Case 1—Age two months, full term, spon- 
taneous delivery. Weight at birth said by 
mother to be nine and one-half pounds (4.3 
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kilos). Mother’s health good; has had no mis- 
carriages, Fed on breast for four days, then 
given diluted cow’s milk to which sugar was 
added. Never weighed more than nine and one- 
half pounds. Three weeks before admission 
infant started with a watery diarrhea with 
vomiting of formula, and fever. The yomit- 
ing, and especially the diarrhea, became gradu- 
ally worse. No blood, but some mucus noted in 
the stools at times. 

Examination showed the infant to be very 
small, weighing only five pounds and four 
ounces (2.3 kilos), emaciated, dry, and very 
sick looking. It looked extremely prostrated. 
The extremities and body in general were cold. 
The skin was gray, bloodless in appearance 
and dry. On pinching the skin, which hung 
loosely in folds, it remained pinched for an 
appreciable time. The fontanelle was sunken, 
the eyes open and deeply set. The cry was 
very feeble; a sound could barely be heard. 
The breathing was deep and labored. The pulse 
was rapid and markedly irregular, The ab- 
domen was sunken; the spleen not palpable but 
the liver easily felt just below the costal mar- 
gin. The mouth and throat were dry, but 
showed no ulceration or inflammation. The 
lungs showed nothing unusual. The tempera- 
ture on admission was 97 degreees Fahrenheit. 


On the evening of admission (at 6 P. M.) 
100 c.c. of physiologic saline was injected into 
the abdomen as described above. At 8 P. M., 
60 c.c. of water was put into the stomach by 
tube; soon after this gavage about half of this 
was vomited, At 10 P. M. gastric gavage was 
again attempted, but because the fluid put into 
the stomach was almost immediately vomited, 
and because the saline put into the abdominal 
cavity four hours previously seemed to have 
been almost entirely absorbed, as evidenced by 
the fact that the abdomen was again flat, 100 
c.c. of saline was again injected intraperi- 
toneally. 

The next day the infant seemed brighter and 
stronger though it still appeared quite sick. 
It had had four green, fluid stools during the 
night. At 9 A. M, it was given one ounce of 
its formula (lactic acid milk and Karo syrup 
mixture) by gavage which it retained. At 11 
A. M. it was again given saline intraperi- 
toneally, this time 125 ¢.c. From this day on 
recovery was rapid. Vomiting stopped and the 
diarrhea gradually subsided, On the third day 
of admission the cry was fairly vigorous, the 
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color of the skin was good, and the skin was 
moist. All feedings were retained and the 
baby nursed quite energetically, The respira- 
tion became normal in type and the tempera- 
ture became normal, On admission the weight 
was five pounds and four ounces (2.38 kilos). 
One week later it was five pounds and eight 
ounces (2.50 kilos); two weeks later it was 
six pounds and two ounces (2.78 kilos), One 
month after admission it weighed seven pounds 
(3.18 kilos), and on discharge, seven weeks 
after admission, the patient weighed seven 
pounds and thirteen ounces (3.56 kilos), It 
had gained two and one-half pounds (1.1 
kilos). 
Use Burns 

Underhill” and his collaborators have re- 
cently shown that a very severe and fatal an- 
hydremia may occur in burned patients. This 
is especially true of those in whom a large 
area of skin has been destroyed. The blood 
becomes concentrated because fluid is poured 
out in large amounts on the surface of the in- 
jured areas; there is a resultant concentration 
of the blood with increased hemoglobin per- 
centages and red blood cells and other evi- 
dences. These writers report very striking and 
very successful results when the blood volume 
is brought within normal limits in these se- 
verely burned patients, They are enthusiastic 
enough to say that, with forcing fluids, “the 
vast majority of badly burned patients ulti- 
mately recover.” Whether this be too enthusi- 
astic or not, only further reports can say; 
Underhill’s laboratory findings and_ results, 
however, are yery striking, At any rate, his 
work warrants considerable attention, So far 
we have had the opportunity to give water in 
a severely burned child by the intraperitoneal 
route but once. 


Case 2—A two and one-half year female 
child in good health accidentally fell backward 
into a pot of hot grease, while playing about 
on the floor, burning her buttocks, thighs and 
genitals, The burns were treated locally by the 
family physician, The next day the patient 
was suddenly seized with convulsions, and the 
hospital ambulance was called. In the ambu- 
lance, and upon entry, the child had a series 
of generalized convulsions tonic in character. 
There was no previous history of convulsions 
and the family history was negative. The 
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mother offered the remark that the convulsion 
might be uremic as the urine was very scanty 
since the accident. On entry to Dooley Hos- 
pital for Children the patient was unconscious, 
cold, pale. The pulse was weak and threay. 
Large burns through the superficial fatty layer 
were present on the buttocks, thighs, genitsls. 
An attempt was made to give water by stoin- 
ach tube, but this was brought up by the ja- 
tient ten minutes later. The veins were «ll 
collapsed. It was then decided to give the ja- 
tient fluids by the intraperitoneal | route, At 

6:20 P. M., 300 c.c. of normal saline was in- 
jected intraperitoneally, Since entry, at 4:0 
P. M. convulsions were almost continuous ani 
there was a convulsion just previous to the 
injection. At 7 P. M. the patient was still un- 
conscious but appeared better, color returning. 
pulse countable (rate 120 per minute) and res- 
piration 36 per minute. There had been no 
convulsions since the administration of saline. 
At 8 P. M., 400 ¢.c. of water was put into the 
stomach, which was immediately vomited. 
200 ¢.c. of water was then put down again hy 
tube; this was retained, The next morning the 
improv ement in the patient was truly remark- 
able. She was conscious, talkative, and wanted 
breakfast. Improvement from then on was 
steady and uneventful. The only other treat- 
ment was electric bake to the burned areas. 

One case or one series of cases do not, of 
course, prove a point. The presence of other 
factors, and the tendency of a human being to 
get well even without treatment, or sometimes 
despite treatment, makes one very careful about 
drawing conclusions that may be incorrect. 
We know, however, that treatment in some 
conditions does affect the disease and in some 
instances cures it. The prompt and remarkable 
result in this case would seem to recommend 
this route, when indicated, as a most satisfac- 
tory method of treating large burns according 
to the recommendations of Underhill. 


ConcLusions 

1. Dehydration, with the resulting anhy- 
dremia, is a very important clinical entity with 
a rather characteristic clinical appearance 
which should be immediately treated with 
large doses of water. 

2. Saline given intraperitoneally is the best 
method for combating this condition in infancy 
because it is very effectual, harmless, easily 
done, and frequently the only route by which 
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water can be introduced and retained in large 
enough quantities to do any good. The absorp- 
tion is quick and the alleviation of symptoms 
very striking. 

3. The reasons for giving saline in this man- 
ner are on a sound basis. 

4. From the work of Underhill and others, 
and the case here reported, restoring water to 
the system in severe burn cases seems most im- 
portant and well worthy of trial. In infancy, 
for the reasons stated, the intraperitoneal route 
is recommended. 

5. The more widespread use of injecting 
saline into the abdominal cavity in dehydrated 
babies, whatever be the cause, is urged. 


SUBDELTOID BURSITIS.* 
By FRED M. HODGES, M. D., Richmond, Va. 


The subdeltoid or subacromial bursa is one 
of the largest in the body, being from two to 
three inches in diameter. The under surface is 
attached to the tuberosity of the humerus and 
the spinatus tendons; the upper surface to the 
acromion, the coraco-acromial ligament, and 
the under surface of the deltoid. It does not 
communicate with the joint. In extreme ab- 
duction it passes up practically under the acro- 
mion. 

Subdeltoid bursitis is probably the most fre- 
quent cause of disability in the shoulder area. 
Trauma is usually the direct or contributory 
cause of the condition. No one has yet proven 
an infectious origin of the lesion, though many 
have reported relief of symptoms following 
the removal of some focus of infection, as an 
abscessed tooth, etc. Frequently, however, 
when for one reason or another some focus of 
infection was not removed, the symptoms 
cleared up in just as short a time. A few have 
removed material at operation that was sup- 
posed to be inflammatory in type, but could 
isolate no organism. In all probability infec- 
tion is occasionally the cause of bursitis; but 
in the majority of cases, trauma, with tearing 
of the tendons of the supra- or infra-spinatus 
muscles followed by necrosis of the tissues and 
a deposition of calcium carbonate and phos- 
phate, occurs. 

The lime salt deposit is often adherent to the 
under surface of the bursa. The two surfaces 


of the bursa may be adherent or in the early 
stage there may be a serous effusion followed 


*Read at the fifty-fifth annual meeting of the Medical 
Society of Virginia, in Staunton, October 14-17, 1924. 


by a villous overgrowth. The deposit may be 
single or multiple, close to or some distance 
from the tuberosity, and may be a solid hard 
mass or semi-fluid. The changes are more 
metabolic than infectious. 

Brickner and Codman have repeatedly found 
the calcification in the spinatus tendons just 
beneath the bursa. The bursal walls are ex- 
tremely thin, and they believe that instances 
reported of removal of the material from the 
bursa itself are due to a technical error in 
cutting through the bursa and allowing the 
lime salt deposit to pass out through the 
bursa. 


The condition may be chronic, subacute, 
acute, or very acute. In the chronic cases com- 
plete abduction or rotation causes pain. This 
type may last for months or years. In the 
subacute, the symptoms are exaggerated but 
there is no violent pain except when there is 
forced rotation or abduction. In the acute 
type, the pain is severe and more or less con- 
stant but does not reach the violent paroxysms 
noted in the very acute. In the very acute, the 
pain is extreme. The patient sits hugging the 
arm to the side, the slightest motion causing a 
paroxysm of violent almost unbearable pain. 
The pain may be most severe in the area of the 
bursa, but frequently it extends from the spine 
to the fingers. Rarely is there much if any 
swelling over the area of the bursa. The area 
feels hot to the touch, but there is no redness. 
This type usually lasts from four to eight days. 
The extreme pain is evidently due to a neuritis, 
as shown by the rapid atrophy which occurs in 
the muscles of the shoulder girdle, particularly 
of the scapula. Within a few days’ time this 
atrophy may be very distinct. 

During the last three years we have had 
twenty-six cases of bursitis. The majority of 
these showed a definite deposit of lime salts 
close to the tuberosity of the humerus. A few 
giving no symptoms have been accidentally 
discovered in chest and other routine examina- 
tions. In a few cases with marked symptoms 
there has, however, been no calcification pres- 
ent. In some of these the x-ray showed a 
definite white line along the cortex of the 
humerus just over and above the tuberosity. 
This must have been due to an irritation of 
the periosteum at this point. In three cases. 
calcification in the area of the spinatus ten- 
dons followed this x-ray evidence of irriatation 
in this area. In every case where there has 
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been a severe acute attack, the deposit of lime 
salts has disappeared entirely in from ten days 
to two months’ time, In two patients who had 
had symptoms for more than a year, rapid ab- 
sorption of the salts followed an acute exacer- 
bation. In two cases the condition was bi- 
lateral, with large calcified areas in both 
shoulders. In no case has there been a second 
attack in the same shoulder. In our series 
there were about twice as many occurring in 
men as in women; and of the twenty-six cases, 
ten were physicians. We have been unable to 
explain such a marked frequency among the 
medical profession. 

In the acute and especially the very acute 
cases, large doses of morphin, local applications 
of ice, and gentle massage, using the palm of 
the hand, give the most relief. Large doses of 
atophan seem to shorten the attack. Above all 
else, do not under any circumstances use heat. 
Nearly every case we have seen has been made 
much worse by the use of heat. A baking ma- 
chine is certainly a contraption of the devil in 
this disease. 

No acute case should be operated upon, since 
in a large majority of these the deposit will 
be entirely absorbed following the attack, an: 
within a short time the shoulder is practically 
normal. In the chronic cases where there is 
a marked deposit of salt, the removal of this 
evidently gives the most prompt and lasting re- 
sult. Many patients with bursitis have marked 
limitation of abduction and rotation of the 
arm following any one of the different varie- 
ties, unless they are made to abduct the arm at 
least once daily in the chronic cases, and just 
as soon as the severe symptoms subside in the 
acute cases. Where this is not done, a forcible 
breaking up of adhesions later is necessary. 

Conclusions 

1. Subdeltoid bursitis is the most common 
cause of shoulder disability. 

2. In the chronic cases with calcification, 
operation gives the most prompt and lasting 
relief, 

3. In the acute and very acute type, opera- 
tion is not necessary, and in the large majority 
of cases absorption of the lime salts occurs. 
This is followed by no limitation of the 
shoulder movement. 

4. In many instances the x-ray shows a 
white line along the cortex of the humerus just 
over and above the greater tuberosity, prior to 
any deposit of lime salts. 
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5. In the acute and very acute cases, larve 
doses of morphin, local applications of ice, and 
gentle massage give most relief. Heat in any 
form almost invariably makes the condition 
worse. 
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PNEUMOPERITONEUM IN THE TREAT- 
MENT OF TUBERCULOUS PERITO- 
NITIS.* 

By W. NELSON MERCER, M. D., Alexandria, La. 

In the past the treatment, as a last resort, of 
ascitic tuberculous peritonitis consisted of 
coeliotomy with removal of the exudate, ex- 
posure of the peritoneum to the air for a short 
time, and closure of the wound. 

Results following this method were fairly 


*Read by title at the fifty-fifth annual meeting of the Medical 
Society of Virginia, at Staunton, October 14-17, 1924. 
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successful in removing the symptoms in about 
50 per cent of cases, But among the others less 
fortunate in the ultimate outcome, the shock 
incident to the operation and the effect of a 
general anesthetic, usually ether, caused a pro- 
lonved period of convalescence, and in some 
eases an increase of activity in the lungs with 
fatal termination. 

Within recent years the value of intraperi- 
toneal air or oxygen inflations for the treat- 
ment of tuberculous peritonitis has been 
demonstrated by Godwin, Bainbridge, Stein, 
Mattick, and Gilbert. These clinicians have 
found that all of the beneficial results are ob- 
tained by this much simpler and more logical 
method, without the attendant harmful effects 
produced by the more difficult technic of a 
major operation on a patient whose resistance 
is already much lowered by the generalize: 
tuberculous disease. 

Regarding the causative factor in the bene- 
ficial effects produced in tuberculous perito- 
nitis by injection of air into the peritoneum, 
there are two theories which are worthy of 
consideration: first, the mechanical irritation 
due to the distention of the abdomen by a 
foreign substance (air), causing a reaction of 
the tissues to the infecting organism; and, 
second, the chemical action produced by the 
air or some of its elements on the tubercle 
bacilli. 

The technic of the intraperitoneal air infla- 
tions is simplicity itself when practised by a 
careful clinician, as follows: The patient is 
given a dose of castor oil eight hours pre- 
viously, followed by simple enemas until clear 
just before the inflation. No food is given 
within six hours prior to inflation. Patient 
empties bladder or is catheterized at time of 
inflation, and is placed on table in horizontal 
position, Abdomen is sterilized with iodine 
and the point for puncture is frozen with 
ethvl chloride spray. <A sterile trocar and 
cannula are inserted one and one-half inch 
below and to the left of the umbilicus and 
trocar withdrawn, To hasten the flow of fluid 
from the abdomen the head of the table may 
be raised. After all the exudate has been re- 
moved, the cannula is connected with rubber 
tubing leading from a pneumothorax appara- 
tus and filtered air is allowed to flow into the 
peritoneum until the abdomen is dome-shaped 
and liver dulness obliterated, the patient being 
in the horizontal position, The cannula is 
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withdrawn when the abdomen reaches dome- 
shaped distention and the patient experiences 
some (liscomfort. Sterile gauze dressing is ap- 
plied to wound, Within an hour X-ray stereo- 
grams can be made in any position. 

When the fluid again accumulates and the 
patient’s condition justifies, usually in four or 
five days, more air is injected as described 
above until dome-shaped distention is pro- 
duced. <A different point of puncture should 
be chosen at each refill. These re‘ills of air are 
repeated until the exudate disappears and does 
not return, Usually about four or five infla- 
tions are necessary to produce good results. 
Some discomfort in the abdomen may be pro- 
duced, but after the first twenty-four hours the 
patient feels a marked improvement. 

The amounts of air injected vary according 
to the amount of fluid removed. For example, 
in a patient who had 3,000 ¢.c. of peritoneal 
exudate removed, 1,500 c.c. of sterile air were 
injected by means of a pneumothorax appara- 
tus immediately afterward, His temperature 
dropped from 101.5 to normal in two weeks 
after three aspirations and refills at intervals 
of four or five days with no return of the fluid 
after the second week. There was rapid gain 
in weight. 

Another case had 2,500 e.c. of fluid with- 
drawn and 1,200 ec.c. of filtered air injected 
with almost immediate relief of abdominal 
symptoms and lowering of temperature from 
104 to 99 in forty-eight hours, Fluid did not 
return after the second aspiration and refill 
with air. Gastric symptoms rapidly disap- 
peared. There was gain in weight also. 

The length of time necessary to effect a cure 
of tuberculous peritonitis by this simple 
method of intraperitoneal air inflations is gen- 
erally less than required by surgery, helio- 
therapy, or X-ray. However, after removal of 
the fluid and injection of air into the perito- 
neum as described above, the patient may con- 
tinue treatment with exposures to ultraviolet 
or X-ray, if desired. 


ScuMMARY 


1. The simplest, safest, and most logical 
method of treating tuberculous peritonitis with 
ascites consists in removing the fluid with a 
cannula followed by injection of filtered air 
into the peritoneal cavity by means of a pneu- 
mothorax apparatus. 

2. This method can be repeated as often as 
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necessary until all fluid disappears, and with- 
out harmful effects upon the patient. 

3. This method is worthy of universal prac- 
tice among patients with ascitic tuberculous 
peritonitis, as it offers a better prospect of cure 
within as short a time as coeliotomy, helio- 
therapy, and X-ray without the dangers of a 
surgical operation and its sequelae. 
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SOME OBSERVATIONS IN THE DISEASES 
OF THE THYROID GLAND.* 


By JANVIER W. LINDSAY, M. D., 
E. CLARENCE RICE, M. D., 
and 


MAURICE A. SELINGER, M. D., 
Washington, D. C. 


This paper is based on our observations in 
cornection with the examination of 1,346 pa- 
tients and the determination of the basal meta- 
bolic rate 1,691 times. The instruments used 
were the Sanborn Benedict and Jones Meta- 
bolimeter. 

In no other branch of medicine has there 
been greater interest shown during recent years 
than in diseases of the ductless glands. The 
recent discovery of insulin by Banting and 
Best is especially noteworthy. While much of 
endocrinology is still a veritable wilderness and 
some fire a broadside of various gland prepara- 
tions into the patient with little or no damage 
or effect, we can point with a certain degree of 
pride as to our knowledge of diseases of the 
thyroid gland. 

The studies in the physiology and chemistry 
of the thyroid gland have been the basis of all 
our advances in the recognition of its diseases 
and we have but to mention such matters as 
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clinical calorimetry, the isolation of thyroxin 
and the accepted relationship of iodine to the 
production of goiter as a trinity which has 
been largely responsible for this. 

For the purpose of the clinician we can 
classify diseases of the thyroid gland as fol- 
lows: 

I. Simple goiter— 

a. Colloid goiter 
b. Cystic colloid goiter 
c. Adenomatous goiter 
d. Fibrous goiter. 
. Goiter with thyrotoxicosis— 
a. Exophthalmic goiter (hyperplasia) 
b. Toxic adenoma. 
. Malignant tumors— 
a. Mesothelioma 
b. Carcinoma 
ec. Sarcoma. 
”, Hypothyroidism— 
a. Physiological hypothyroidism 
b. Congenital hypothyroidism 
ce. Secondary hypothyroidism. 

Acute thyroiditis. 


Gorrer 


In the consideration of simple colloid goiter, 
it is now recognized that its prevention is 
largely a matter of supplying the necessary 
amount of iodine to the organism, it having 
been found by Marine and Kimball! that three 
grains of iodide salt for ten days, repeated in 
six months, prevented simple goiter in girls in 
practically all cases. McClendon and William= 
have shown that simple goiter is indirectly 
proportional to the lack of iodine in the soil 
and water of the community. Many cities 
where simple goiter is endemic are taking vari- 
our measures such as described to prevent this 
condition, with excellent results. Here in 
Washington where goiter in school children is 
not prevalent, the family physician should be 
especially alert to note enlargements of the 
thyroid gland and institute iodine therapy. 

The majority of the patients referred to us 
with simple goiters were of the female sex, be- 
tween the twelfth and twenty-fifth year. The 
basal metabolic rate was usually normal and 
occasionally below normal. The administra- 
tion of iodine usually caused the reduction of 
the size of the gland, In diffuse vascular col- 
loid goiter, Plummer* states that the adminis- 
tration of thyroxin as well as iodine will reduce 
the size of the gland to a great degree within 
twenty-four hours. The indiscriminate use of 
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iodine, desiccated thyroid gland, or thyroxin, 
in all types of enlargement of the thyroid gland 
is to be condemned, for the type of goiter to 
which this form of therapy is applicable is the 
diffuse colloid goiter. The administration of 
desiccated thyroid gland to a patient with an 
adenoma may give rise to toxic symptoms. We 
have observed several patients in whom this 
condition was produced by the administration 
of thyroid gland and in one case subsequent 
removal of the organ was necessary. Before 
attempting the medicinal treatment of a sup- 
posed non-toxic goiter, the patient should be 
thoroughly examined for evidence of intoxica- 
tion and in all cases an estimation of the basal 
metabolic rate gives one the best index of the 
presence or absence of this condition. Every 
effort should be made to remove foci of infec- 
tion, for these are important factors in the 
production of goiters and.the resultant exhaus- 
tion of the tissues of thyroxin. Clinicians 
should not be content with the diagnosis of 
“ooiter,” but should endeavor to assign the con- 
dition to its proper classification. 


Gorrer THYROTOXICOSIS 

Differentiation of Types. In the past the 
differentiation of the two major diseases of the 
thyroid gland causing toxic symptoms, viz., 
adenoma with hyperthyroidism and exophthal- 
mic goiter, was not often made, but our knowl- 
edge of these conditions has increased to such 
an extent that an improper diagnosis shoul: 
rarely be made. Statistics from the Mayo 
Clinict show that with proper facilities it is 
possible to correctly diagnose toxic adenoma in 
89 per cent of all cases and exophthalmic goiter 
in from 97 to 99 per cent of all cases. 

In order that a patient may receive the 
proper treatment an accurate diagnosis must be 
made, Certain drugs are indicated in one dis- 
ease, but are harmful in the other, and one type 
of radical treatment is applicable to one con- 
dition and contraindicated in the other. 

The symptoms of either disease after they are 
well developed are so well known as not to 
need mention, however, we should stress the 
fact that the average duration of an adeno- 
matous goiter prior to producing symptoms of 
thyrotoxicosis is eighteen years; for the exoph- 
thalmic goiter three to five years; the age at 
Which toxic symptoms appear being forty-six 
for the toxic adenoma, and between thirty-five 
and thirty-seven for the other. The latter is 
usually decidedly more toxic and degenerative 
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changes in the various organs are usually more 
marked. The surface of the thyroid gland in 
the toxic adenomatous type is usually rougher 
and more nodular than in exophthalmic goiter; 
however, the absence of enlargement of the 
gland should not cause one to dismiss either 
diagnosis, for either condition may occasionally 
exist with little or no enlargement of the organ, 
and it is not infrequent to find a substernal or 
intrathoracic goiter on roentgen ray examina- 
tion,—a fact which strongly emphasizes the 
importance of X-ray examination of every pa- 
tient in whom hyperthyroidism is suspected or 
demonstrated. These points just mentioned 
are of great service in arriving at an accurate 
diagnosis. 

From information from physicians referring 
patients to us and from our personal observa- 
tions on 122 cases of hyperthyroidism, we have 
been able to compile certain figures of interest. 
One hundred and nine (109) or 89.3 per cent 
of the patients observed were females, which 
is somewhat higher than the usual figures 
given. In Table I we have shown the numeri- 
cal differences between the two types of toxic 
goiter at the time of the patient’s first meta- 
bolism test. Our series does not have the bene- 
fit of the report on the microscopical examina- 
tion of the gland, as many patients did not 
come to operation, so a certain error in diag- 
nosis may be expected. 

TABLE I. 
ADENOMA WITH HYPERTHYROIDISM 
Males 


Females Age 


50 36.6 
84.8% 


EXOPHTHALMI 


Females | Total 


4 59 
6.3%| 93.7% 


Treatment. The matter of treatment has 
been a mooted question, there being those who 
champion the use of the roentgen ray and 
radium, those who feel that surgery is superior 
to other procedures and some who feel that 
rest and medical treatment offer practically 
as much benefit as the other two. We have 
endeavored to approach this subject with an 
open mind and give our opinion as to the best 
method to be used in the various diseases. 

For the proper consideration of the two con- 
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ditions it must be assumed that a toxic adenoma If the hypothesis be correct that toxic aden- 
represents a hyper-functioning organ, while oma is the result of pure hyperthyroidism, 
the hyperplastic type of goiter represents this then the removal of the greater part of the 
plus a perversion of function, involving the en- gland should and usually does give prompt 
tire gland. abatement of all symptoms with little prob- 

All agree that medicinal treatment and rest ability of return provided both lobes are je- 
are essential in the treatment of hyperthyroid- moved in part. To remove only the nodular 
ism by any method, but in our observations we portion of the gland is to invite a second opera- 
have failed to note a case in which this method tion at a later date. Preliminary ligation of 
afforded permanent relief. Temporarily the one of the thyroid arteries is rarely necessary. 


results obtained may seem good, but when TABLE II. 
observed over long periods the symptoms ADENOMA WITH HYPERTHYROIDISM 


usually return. Spontaneous recovery in ex- . 
hthalmi it ionall Th Im- | Unim- 
opatnaimic goiter occasionally Occurs. € Treatment Cured | proved | proved | Died 
figures given in Tables IT and III on thirteen —— 
cases treated in this manner will bear out the — Roentgen ray : 10 6 r 
previously made statements. 23 cases..................-.| 30.4% | 43.5% | 26.1% | 0.0% 
In the treatment of adenoma with hyper-  Qperation..........| 13 2 2 A, 
thyroidism, we believe that partial thyroidec- 18 cases... 72.2% | 11.1% | 11.1% | 5.6% 
tomy as SOON as the patient is in a condition for Medical 3 1 2 | 3 
it Is superior to the use of the roentgen ray. 9 cases... 33.3% | 11.1% | 22.2% 133.3% 
Excellent results are obtained by the latter 
method ;> however, those obtained by operation The figures given in Table IT and the curves 


are decidedly more certain, the results more plotted in Chart I will illustrate these points. 
permanent and the risk exceedingly low, inas- The surgical mortality by cases in this disease 
much as degenerative changes are usually less at the Mayo Clinic® in 1922 was 3.48 per cent. 
marked in this disease than in exophthalmic The mortality rate for the entire country would 
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CHART I. 
Adenoma of Thyroid Gland with Hyperthyroidism. Course of 8 cases treated medically indicated by dot-dash line. 
Course of 23 cases treated with roentgen ray indicated by solid line. 
Course of 11 cases treated surgically indicated by broken line. 


1925] VIRGINIA MEDICAL MONTHLY. - 161 


the roentgen ray should be used along with 
other treatment. The use of iodine in these 
patients is to be avoided, as its administration 
serves to aggravate all symptoms. 

If the exophthalmic goiter represents a hyper- 
functioning thyroid gland plus a perversion of 
its function involving the entire gland, it is 
‘loubtful if operation entirely solves the prob- 
‘em for the relief of symptoms. Cases treated 
by either roentgen ray or operation respond in 
a similar manner and those followed for a 
period of years are found to be in much the 
<ame condition at the end of that time.*. While 
the basal metabolic rate falls more rapidly 
after operation than after the use of the 
roentgen ray, the end result in our opinion is 
approximately the same. The low mortality 
rate for those using the roentgen ray as com- 
pared to a mortality’ of from 5 to 8 per cent 
for the entire country is decidedly in favor of 
the non-operative treatment. 


TABLE III. 
EXOPHTHALMIC GOITER 


Treatment Improved | Unimproved Died 
other causes 
Roentgen ray... 32 5 2 
39 cases.........| 82.0% | 12.8% 5.1% 
10 |} 2 2 
14 cases... 71.4% | 14.2% 14.2% 
Medical. ........... 2 1 1 
5 cases... 60.0% | 20.0% 20.0% 


We believe that the results given in Table 
III are quite representative of the work done 
in the average general hospital. It is in such 
hospitals that there is no standard technique 
for the treatment of this condition and each 
surgeon may employ the method which he con- 
siders best, or the roentgen ray may be 
utilized. The results obtained in certain 
specialized clinics of this country prove beyond 
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Exophthalmic Goiter, 
Course of 10 cases treated surgically indicated by broken 


line. 


Course of 39 cases treated by roentgen ray indicated by solid line. 
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a doubt that the relief of a sufferer from 
thyrotoxicosis depends upon his choice of a 
medical advisor. 

The surgical treatment of exophthalmic goi- 
ter is the method of choice, provided the sur- 
geon has had special training in the medical 
and operative treatment of diseases of the 
thyroid gland. If the patient cannot have ac- 
cess to the properly trained surgeon, we believe 
that the roentgen ray treatment in the hands 
of the average radiologist is to be advised, in 
view of the fact that the mortality rate by this 
method is practically nil, as against a death rate 
of over 10 per cent in our series. Under such 
conditions, we believe that we are not doing 
an injustice to the patient to advise the use of 
the roentgen ray at the beginning of treat- 
ment, with the understanding that operation 
should be submitted to, provided the first five 
treatments do not bring satisfactory results. 

Chart IT illustrates the course of the disease 
in patients treated by surgery and roentgen 
ray. 

The use of iodine, preferably Lugol’s solu- 
tion (liquor iodi compositus) is to be recom- 
mended in all cases. The results obtained by 
Plummer and Boothby® and those at the Massa- 
chusetts General Hospital” are remarkable and 
have enabled them to further reduce the mor- 
tality rate. The Mayo Clinic pre-operative 
mortality has been reduced nearly one-half. 
The chances of doing harm are very slight. 
No dependence should be placed in it after 
using the drug for two months. Plummer and 
Boothby’ point out that the use of iodine causes 
a greater drop in the basal metabolic rate than 
can be accounted for by the use of the roent- 
gen ray and suggest that the improvement 
ascribed to rest by Kessel, Lieb, Hyman and 
Lande" ” jin their series of cases treated by 
rest and removal of foci of infection was due 
in a measure to the use of iodine. 

In properly evaluating the results obtained 
by treatment in this disease, we must remem- 
ber that all cases have periods of remission and 
sometimes spontaneously cure themselves. 

While ligation of one or more of the thyroid 
arteries is seldom necessary in the adenoma 
with hyperthyroidism, preliminary to removal 
of a portion of the gland, it is sometimes 
necessary to utilize this procedure in view of 
the severe degrees of thyrotoxicosis, and the 
basal metabolic rate with the physical findings 
are necessary to be taken into account before 
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deciding on the procedure to be employed. As 
a rule, a rate exceeding plus 60 per cent pre- 
cludes any interference other than a single or 
a double ligation. For a partial thyroidectomy 
the rate should be as low as 40 per cent, an! 
certainly not above plus 50 per cent. As state:| 
before, a thorough physical examination wit! 
roentgen ray examination of the thorax shou! 
be a preliminary to the medical or surgic:l 
treatment of any case of goiter. 

Too great dependence should not be place 
in the basal metabolic rate, for alone it is of 
little value; when considered with the other 
findings it is always of extreme value. The 
physician should remember that the basal meta- 
bolic rate represents the heat production of thie 
individual as compared to a normal person of 
the same height, weight, age and sex, and in 
a case of toxic goiter this expression can |e 
assumed to indicate the degree of toxicity. 

Food Requirements. Greater attention 
should be paid to the matter of diet, and thie 
food requirements should be adjusted to thie 
needs of the individual, which in most cases 
is from 50 to 100 per cent above normal. | 
rate of plus 50 per cent indicates that tlic 
patient should have between 75 and 100 per 
cent more food than a normal person at rest 
would consume. The report from the meta- 
bolism station usually gives the minimal heat 
production in calories per twenty-four hours, 
and that can be taken as a basis of the prepara- 
tion of an adequate diet. While much larger 
amounts of food are indicated, it should not be 
given to such a point that the appetite is de- 
stroyed. 


MaticNanr Tumors 


Our experience with malignant changes in 
the thyroid gland has been limited, our series 
including but one case, female, age seventy. 
three, with carcinoma of the thyroid gland an 
all symptoms of hyperthyroidism and a basa! 
metabolic rate of plus 32 per cent. The conii- 
tion was inoperable and the patient subse- 
quently died. 


HyporHyroipisM 


Hypothyroidism occurs oftener than one sus- 
pects, and so gradual is the let down in the gen- 
eral condition of the patient that he does not 
perceive it and frequently the diagnosis is 
made in the course of a routine examination 
for some other condition. It is interesting that 
quite the opposite is sometimes suspected, for 
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we have seen several cases referred to the 
roentgenologist and surgeon for treatment of 
l\yperthyroidism when hypothyroidism was the 
cause of the patient’s disability. The import- 
ance of estimating the basal metabolic rate 
prior to the institution of any form of treat- 
nent in a suspected case of hyperthyroidism is 
emphasized. We have seen a number of pa- 
tients with some symptoms of hyperthyroid- 
ism, but a normal or subnormal rate, suffer the 
removal of portions of the thyroid gland with 
resultant production of hypothyroidism and 
low basal metabolic rate. 

Desiccated thyroid gland in the treatment of 
obesity should not be given unless the patient 
he known to be one with hypothyroidism. By 
far the greater number of over-weight persons 
are not hypothyroid individuals and, while 
their weight can certainly be reduced with 
desiccated thyroid gland, the basal metabolic 
rate, pulse rate, ete., just as certainly go up. 
In one case which we observed the physician 
disregarded the findings of the metabolist and 
the patient’s rate rose to 82 per cent above nor- 
mal with symptoms of hyperthyroidism. 

Thyroxin or the desiccated thyroid gland 
(U.S. P. LX) are the drugs of choice in hypo- 


that a greater portion may be destroyed in the 
stomach than of the dried gland. These drugs 
should be given on an empty stomach to pro- 
mote absorption. 

The fact that continuation of X-ray treat- 
ment in sufficient dosage may convert a hyper- 
into a hypothyroid individual is quite as strik- 
ing evidence of the effectiveness of this thera- 
peutic agent as the similar result, not infre- 
quently observed following surgical removal 
of the gland. One case of true and well de- 
veloped myxoedema following thyroidectomy 
twelve years ago appears. Our lowest rate in 
myxoedema was minus 44 per cent, which 
failed to materially change after the adminis- 
tration of thyroxin, although the clinical im- 
provement was quite marked. 

The greatest difficulty in the treatment of 
this disorder is the inability to make the patient 
continue the use of the drug prescribed even 
though the results are brilliant. 


SuMMARY 
1. The accurate differential diagnosis of 
the various diseases of the thyroid gland is 
essential for their proper treatment. 
2. The proper care of the patient requiring 
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Course of hypothyroidism in 30 cases treated with thyroxin or desiccated thyroid gland. 


thyroidism. Thyroxin is the active principle 
of the thyroid gland and can be accurately 
assayed, which cannot be said of the desiccated 
gland, although this preparation in the 9th re- 
vision of the U. S. Pharmacopoeia is standard- 
ized according to the amount of organically 
combined iodine, which should be 0.2 per cent. 
The unofficial preparation should not be pre- 
scribed. Thyroxin has one disadvantage in 


surgical treatment demands that the surgeon 
should have had special training in the medi- 
cal as well as the surgical treatment of thyroid 
diseases. 

3. Toxic adenoma of the thyroid gland is 
best treated by partial thyroidectomy. 

4, In the average general hospital where no 
standardized technique is carried out, the mor- 
tality rate from thyroidectomy in exophthalmic 
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goiter is sufficiently high as to recommend the 
use of the roentgen ray in preference to sur- 
gical intervention. 

5. To those treating diseases of the thyroid 
gland, the basal metabolic rate is essential in 
making a differential diagnosis, determining 
the severity of the condition of those patients 
suffering from toxic goiter, estimating their 
food requirements and evaluating the results 
obtained by the various methods of treatment. 
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HERNIA OF THE LIVER INTO THE 
UMBILICAL CORD—REPORT OF A 
CASE. 


By GEORGE H. REESE, M. A., M, D., Petersburg, Va. 
Hernia of the liver alone into the umbilical 

cord is a very rare abnormality, Associated 

with herniation of other viscera, it occurs about 
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three times as often; while simple herniation 
into the cord of intestines only is not such a 
rare occurrence. 

Hernia of the liver into the cord in some 
form is said to occur once in every 5,184 births. 
Hernia of the liver only, being about three 
times as rare, would seemingly occur about 
once in 15,000 births. 

From the limited number of cases found in 
literature, it is evident that only a small num- 
ber of these freaks are reported. In the lists 
of those reported that the writer has secured, 
it is impossible in many instances to gain 
any de‘inite information regarding the details 
of the hernia. - 

These hernias, like all others, occur in all 
degrees and sizes, ranging from a small portion 
of the viscus, to extrusion of the entire organ. 
In the severer forms associated with herniation 
of other viscera, the patient is practically even- 
trated—the condition being in substance an 
exstrophy of the abdomen, associated at times 
with partial exstrophy of the thoracic cavity. 
Chadwick, quoted by Warren, describes sev- 
eral museum specimens, showing the heart in- 
volved in the extruded mass. 

These hernias are covered by the remains of 
the dilated cord, consisting of a thin layer of 
Wharton’s jelly and a thin glistening inner 
membrane continuous with the peritoneum. 

This condition is often associated with other 
congenital stigmata, cleft palate and eye de- 
fects being in the foreground. 

The embryological cause of these cases is 
said to revert to a time between the sixth an| 
twelfth weeks of foetal life. Up to that 
period of intrauterine development, the cord 
next to the foetal body normally contains por- 
tions of the intestinal tract. To quote Bullard. 
“at this time the umbilical vesical shoul! 
atrophy, the intestines recede into the abdomi- 
nal cavity, the umbilical ring contract and the 
omphalomesenteric duct be closed.” Failure 
of this physiological process to evolve, or some 
interference with its evolution is said to be the 
cause of these congenital hernias. 

Why the liver should break away from its 
usual anchorage and be found floating prac- 
tically outside the abdominal cavity, is not here 
explained. 

Ritterhaus, quoted by Keene, notes 153 cases 
of congenital hernia into the cord up to the 
beginning of 1907. Of these, thirteen were 
hernia of the liver alone. Since that date ac- 
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cording to an abstract of the literature on this 
subject made for the writer by the Editor of 
the Journal A, M, A., only one additional case 
of hernia of the liver alone has been reported— 
that of E. L. Caudill, of Narrows, Virginia. 
These with the one here reported brings the 
known total to fifteen. ‘These patients have 
heen treated in various ways ranging from 
antiseptic compresses, strapping and ligation, 
to radical operation. 

Of the nine cases of liver hernia subjected 
to radical operation, four lived and five died— 
a mortality of 55 per cent. The six treated by 
compresses, strapping and ligation recovered. 
These were from a table reporting only cases 
cured, Those operated upon were given this 
treatment at periods ranging from one hour to 
twelve days after birth. Some of them had 
become infected while temporizing measures 
were in progress. 

Some authors recommend delaying the opera- 
tion until the second day or later, but to do 
so would seemingly invite additional danger 
of infection. 

The mortality of all classes of congenital 
hernia into the cord, regardless of the method 
of treatment, is given by Keene as 30 per cent. 
Most of these cases were considered hopeless 
until the advent of modern surgery. 

The tables from which the preceding infor- 
mation was gleaned contain reports of cases of 
over one hundred years ago. Some of the 
tables reported only cases cured. Hence, ab- 
solute accuracy in estimating mortality and 
morbidity is impossible, and judgment must of 
necessity be narrowed down to better known 
cases of modern times. 

The case the writer wishes to report was 
that of a full term male child, weight about 
seven pounds, delivered by Cesarean section on 
account of pre-partum eclampsia. 

The mother was a mulatto primipara, seven- 
teen years of age, physically quite robust, with 
a congenital glaucoma of the left eye, and a 
negative Wassermann, When admitted, she 
was given morphine gr. 14 with hyoscine gr. 
1/156 in hope of controlling convulsions; but 
when the futility of this was evident, she was 
sent to the operating room and quickly de- 
livered. 

The hernia in the child was noted during 
delivery, and as soon as the mother was dis- 
posed of, a careful inspection of this was made, 
It consisted of a livid mass about three inches 
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in diameter, projecting into the much thinned 
cord which led from the summit of the mass. 
The hernia projected through the abdominal 
wall about two inches. 

Realizing that something had to be done, and 
that any form of ligation or strapping was out 
of the question, the patient was prepared for 
immediate operation, As he had been con- 
siderably narcotized by the morphine and 
hyoscine given his mother, the operation was 
was started without any additional anaesthetic, 
after bathing the abdomen well with alcohol. 

The sac was first opened for inspection of its 
contents, and a short survey revealed the en- 
tire mass to be the liver, dome forward un- 
attached to anything except the cord and to 
this only by a cob-web like filament of tissue 
arising from the crest of the liver. The vessels 
of the cord were re-tied where they entered the 
liver, the sac cut away from the margin of the 
opening, care being taken to denude the edge 
of the abdominal wall. As this proceeded the 
edges of the wound were picked up by forceps. 
The liver was then shoved back into its normal 
position. When the cord was removed a hole 
was left that seemed hopeless. Clearly any 
ordinary method of closure promised but little 
hope of success, Finally, it was decided to try 
a purse-string suture introduced from the 
peritoneal side to the subcutaneous tissue, for 
the following reasons: 

1st. To reduce as far as possible the size of 
the opening, which might permit of an ordi- 
nary abdominal closure, protected by a good 
tension suture. 

2nd. To bring as much muscle and fascia as 
possible toward the midline, to serve as a basis 
for a future operation, should any be neces- 
sary. 

3rd. Because of the realization that any form 
of suturing was liable to cut out at least in part, 
and that a suture from the peritoneal side, on 
account of the rapid reparative action of the 
peritoneum, while cutting might, if not in- 
fected, be followed fast enough by plastic exu- 
date to fill the gap produced. 

4th. A suture here, though under tension and 
cutting, would be less liable to be followed by 
infection than skin sutures. 

Accordingly, with a curved needle and 
iodized catgut a deep purse-string suture was 
placed nearly one-half inch below the inner 
margin of the wound, from the peritoneum to 
the subcutaneous tissue, When this was com- 
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pleted, gentle efforts were made to close the 
opening, the baby being flexed and tension on 
the suture ends maintained. The opening 
gradually narrowed and to the surprise of 
every one concerned, closed, As this was more 
than had beeen anticipated, in spite of the 
horrible pucker of the wound edges, it was 
decided very shortly to let well enough alone. 
The skin edges were straightened out as best 
they could be, and approximated with a silk- 
worm gut. Over this was placed the dressing, 
held by adhesive straps completely encircling 
the body, applied from the hips up forcibly 
enough to produce considerable pressure, with 
a double purpose in view: 

Ist. To take all possible tension off the 
sutures. 

2nd. To keep the liver up where it belonged 
in the hope that it would stay there. 

All this was done without any other anaes- 
thetic than the morphine and hyoscine the boy 
had received from his mother, Not one cry 
nor whimper escaped him during the opera- 
tion, nor did he seem to be in any degree 
shocked. 

The next day his temperature was 102 per 
rectum, It decreased until it became normal 
on the third day. On the seventh day the 
lower straps were cut, the dressing gently ele- 
vated and the wound inspected. It showed no 
signs of infection. The dressings were re- 
placed and strapped as before, and removed on 
the eleventh day. By this time a readjustment 
had taken place in the appearance of the 
wound, It was seen to be a vertical scar. The 
skin sutures were removed; the wound dusted 
with zine stearate, and the dressing reapplied 
as in the first instance. On the fourteenth day 
all dressings were removed. The wound was 
completely healed, seemed to have a solid front 
and presented no evidence whatever, except a 
vertical scar, of having been the site of a 
hernia. 

On the twenty-second day, both mother and 
child were sent home alive and well. 

The child developed glaucoma of the left 
eye about two months after birth, and about 
two months later influenza, followed by 
broncho-pneumonia, from which he died. 

In conclusion, the writer would urge im- 
mediate radical operation for these cases. The 
field at birth is more nearly sterile than it will 
ever be afterward. The nervous system is not 
yet so sensitive to stimuli, and the danger of 
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shock is small, After operating, be certain to 
apply a dressing that will relieve all tension 
on the stutures. Many good operations have 
been rendered abortive by imperfect dressings, 
while mediocre surgery has frequently been 
crowned by success simply because the dress- 
ings completed the operative design. 
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CHOLECYSTOSTOMY VERSUS 
CHOLECYSTECTOMY. 
By B. M. BAKER, M. D., Norfolk, Va. 

When I think about gall-bladder disease, } 
am very pleasantly reminded of my good oli! 
friend and patient, John Turner by name, 
eighty-five years of age. Some ten years or more 
ago he sought my aid because he was suffer- 
ing from “dyspepsy and misery in his stom- 
ach.” The ordinary survey, history, examina- 
tion and X-ray aid, brought me to the point 
when I was forced to tell John that he must 
part with his gall-bladder. This caused him 
to look sad and, without saying very much, he 
left me. Not long after, however, he returne:| 
saying, “Doctor, God knows sump’n will hey ter 
be did wid my stommick.” When I repeate« 
my former statement about his gall-bladder, he 
looked up and said, “Doctor, ah suttenly duz 
like dem ‘greens’ an’ ah hates to gib ’em up.” 
Well, I replied, what makes you think you'll 
have to give them up? His answer was, “You 
can’t eat ‘greens’ wid no gall-bladder, kin yer?” 
Upon reassuring him that the gall-bladder 
was’nt a necessity in the eating of ‘greens,’ he 
was at once a happy man, and said, “If dat’s so, 
jes’ go “haid an’ do whut yer gwine do, but I 
sho’ did allus think dat culler’d folks an’ cows 
had ter hey’ an onusual big gall-bladder to 
he’p em dejest all de ‘greens’ dey eat, An’ 
anyway, please don’ fergit, when yea is in dat 
locality, ter fix things right so dere won’ be 
no question *bout my stommick takin’ keer uv 
collards too.” 

Because of the very prompt and satisfactory 
response to a letter sent to the heads of 
prominent surgical clinics, I am armed, I trust, 
with a compilation of facts from men worth 
while. As expmessed by one of these gentlemen, 
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~The truth is to be found somewhere between 
the two.” 

That the gall-bladder is supplied to the 
human being, and some of the inferior animals, 
for some good purpose, there can be no doubt 
in my mind. In other words, it has a useful 
function without question, but it has been 
clearly demonstrated that we can all get along 
without the organ, and are we not better off 
with the bile flowing directly from the liver 
cells through the liver ducts to the intestines 
than to continue using a diseased gall-bladder 
with the inflammation starting as it does in its 
mucosa, and which, if unchecked, will lead, 
without doubt, to subsequent pathology in 
deeper tissues? 

We are a little hazy from a physiological 
standpoint as to the normal function of the 
vall-bladder. From an embryological point of 
view, it seems that in some species it can be well 
done without, and that in man it is a specialized 
development in the evolutionary scale. Animal 
experiments on its removal would tend to indi- 
cate that no ill effects result, and this is based 
upon a great mass of experimental observa- 
tions. 

On the other hand, the gall-bladder can be 
quite definitely shown to undergo slow and, 
more or less, rhythmic contractions which can 
only be interpreted as being for the express 
purpose of expelling the contained bile into 
the duodenum. As to whether it adds or sub- 
tracts from the bile by the process of secretion 
or absorption, nothing of real value can be 
said, Certainly at the end of the common duct 
there is a sphincter guarding the orifice, and 
this is supplied with nerves in connection with 
those to the bladder itself, whereby a reciprocal 
innervation is the result (alternate excitation 
and inhibition). 

However, poor is the physiologist who can- 
not realize that just as truly is medicine and 
surgery indispensable to him, and certainly 
gall-bladder surgery is a case in point. 

The results of operative procedures are just 
as conclusive, if not more so, than the labori- 
ously and scientifically controlled laboratory 
observations, Since it has been demonstrated 
that we can get along very comfortably with- 
out a gall-bladder, physiologists can take this 
as substantial evidence that whatever their ob- 
servations point to, we all must consider the 
gall-bladder a specialized reservoir and not an 
indispensable one. If the results of cholecystec- 
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tomy were the reverse, then we would have to 
bow to the physiologist and say that he was 
justified in maintaining a specialized function 
for the organ. 

A review of the literature from many of the 
most reliable clinics brings out the fact that in 
all early gall-bladder, duct and low grade pan- 
creatic diseases, and where there are no contra- 
indications, unquestionably the bladder re- 
moval is the operation of choice. The trend of 
action for years has been steadily moving in 
this direction and the predominance of re- 
movals over drainage is so great that there can 
be little doubt of its wisdom in the hands of 
competent surgeons. 

1. It is more suitable for more conditions. 

2. It is the operation of the early stages of 
gall-bladder disease, 

3. It can be done without drainage and, 
therefore, the convalescence is much shortened. 

(May I digress a little by asking for free 
discussion of the point as to whether these 
operations can be safely done without drain- 
age, made necessary by difficulty of prompt 
and satisfactory healing of the upper abdomen, 
and the prevention of possible hernia, and cau- 
tion about having the stitches in long enough 
to get firm union?) 

4, It accomplishes more. 

5. It is followed by few adhesions. 

6. It makes the likelihood of secondary 
operations less, which is attended with great 
difficulties in the upper abdomen. 

Cholecystostomy, or gall-bladder drainage, is 
indicated where cholecystectomy is impractica- 
ble in advanced gall-bladder disease when com- 
plicated by advanced liver, gall-bladder, duct 
and pancreatic disease, and especially in those 
cases where jaundice is present. It is indi- 
cated where hurry in operating is necessary, 
especially in complicated cases, viz., in the 
very acute cases, to tide over a crisis, and as 
a forerunner of a subsequent cholecystectomy. 
It is indicated where there is, or where it is 
believed there probably will follow, a stenosis 
of the common duct, and in the presence of 
deep-seated and far-advanced disease of the 
duct, liver and pancreas, in which conditions 
there is greater necessity for more prelonged 
and thorough drainage. It is further indi- 
cated in the far-advanced and obstruction cases 
to eliminate the question of the possible diffi- 
cult and dangerous procedure of re-construc- 
tive work on the common duct subsequently. 


168 “VIRGINIA MEDICAL MONTHLY. 


This brings us to the question of gall-blad- 
der drainage and whether it shall be internal 
or external, and, if internal, the mode of pro- 
cedure, Recently Dr. John Deaver has ex- 
perimented along this latter line. He claims 
for it more satisfactory and more prolonged 
drainage, lessening the likelihood of more 
rapid and extensive pathology taking place be- 
cause of the thorough drainage. Of cours, 
this is new and time has not elapsed for a 
thorough test, but with a gall-bladder whose 
tissue is still sufficiently healthy and with 
patulous hepatic and cystic ducts, I see no rea- 
son why the procedure of anastomosis to 
stomach or intestine should not be feasible and 
satisfactory, as claimed by Dr. Deaver. 

I cannot leave this subject without bringing 
out clearly what is held to by great men in our 
profession, namely, the difficult and question- 
able procedure of draining the gall-bladder 
or ducts satisfactorily with a rubber tube and, 
if so, then the suggestion of Dr. Deaver for 
internal drainage in certain cases by anasto- 
mosis is the more indicated. 

Now, one more point, and IT am through. In 
the advanced and serious cases, especially the 
ones accompanied with jaundice, the matter of 
estimating the percentage of liver function is 
most important in the choice of your surgical 
procedure. 

I am indebted to the Chief of the Pathologi- 
cal Laboratory of Lankenau Hospital. Dr. 
Riemann, for the following brief explanation 
of hepatic function: 

“An accurate estimation of hepatic function 
is of equal, and as we have come to believe, or 
greater importance than an estimation of kid- 
ney function, The tests which have been de- 
vised for determining the functional ability 
of the kidney are eminently satisfactory from 
the practical point of view, but unfortunately 
those which have been revised for the same 
purpose concerning the liver have not given 
the results which are necessary for an accurate 
decision, There are probably a number of rea- 
sons for this. The chief function of the kid- 
neys, as far as we know, is excretion, and this 
- product of excretion can be accurately collected 
and analyzed; furthermore, the kidney deals 
chiefly with end-products, and our knowledge 
of the metabolism of end-products is far more 
complete than our knowledge of the inter- 
mediate products of metabolism with which the 
liver has a good deal to do. There is no one 
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who will deny that the function of the kidney 
is complicated; the function of the liver is 
much more so, because it is concerned not only 
in excretion but also in secretion. Substances 
are sent by the liver in two directions, bile to. 
ward the intestines, and sugar, urea, ete., to- 
ward the blood, The liver is greatly concerne: 
in carbohydrate metabolism, but it also has to 
do with the metabolism of proteins and fats. 
In order, therefore, to make an appraisal of 
the functions of the liver, we must necessarily 
examine its ability in regard to all of these fac- 
tors. We need hardly call attention to the 
difficulties in collecting all the bile, and if all 
is not collected over a given test period, the re- 
sults, of course, are necessarily inadequate. 
There is a probability that if one function is 
diminished, others are apt also to be affected. 
but we have no proof of it any more than we 
have of the relative suppression of function 
of one to the other; furthermore, there is al- 
ways the possibility that one function may be 
impaired and the others scarcely interfered 
with. In brief, the quantitative relations are 
entirely unknown, and, in addition, the relative 
importance to the organization as a whole of 
the individual functions is also unknown to 
any mathematical degree. Furthermore, the 
liver has a very large margin of safety, as large 
as, if not larger than, most other organs of the 
body. This means that for any test to be of 
value, the results must indicate wide differences. 
From these considerations, it is clear, therefore, 
that examination with one substance or an- 
other, as, for example, phenoltetrachlorphtha- 
lein, can give results which are short of the 
theoretical and also of practical desirability. 
We feel that allowing the patient to remain in 
bed for a few days while careful examinations 
are made of those constituents of the blood 
which are ordinarily examined under several 
different circumstances, diet, water intake, etc. 
together with functional tests of the urine, are 
more valuable than one single test applied di- 
rectly to the liver. In our hands phenoltetra- 
chlorphthalein, if relied upon with nothing 
else, is liable to prove disappointing, but if 
used in conjunction with the other data, it has 
a definite auxilliary use.” 


DISCUSSION. 


Dr. R. L. Payne, in connection with the question 
of drainage, said that, when practicable, he used as 
a substitute for internal drainage, an operation in 
which the gall-bladder itself was opened and at- 
tached to the peritoneum, forming a temporary fis- 
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tula. He also brought out the fact that closing the 
abdomen without drainage after cholecystectomy had 
not been found a satisfactory procedure. 

Dr. W. B. Martin brought out the fact of rarity of 
eall-bladder diseases in the negro, especially to the 
tormation of stones. 


THE DETERMINATION OF ACTIVITY IN 
PULMONARY TUBERCULOSIS. 
By DEAN B. COLE, M. D., Richmond, Va. 

The term “active” is so extensively used in 
connection with pulmonary tuberculosis that 
it has all but become the one qualifying phrase. 
Formerly we heard a great deal about incipient 
tuberculosis and arrested tuberculosis, but now 
the all-absorbing topic in connection with tu- 
berculosis is that of activity. For several years 
I have been asking physicians, patients and 
others who use the term “active” the question, 
“What do you consider activity in tuberculo- 
sis?”, and the answers would fill a volume if 
not form an encyclopedia, During the past 
year I wrote to five tuberculosis clinicians, who 
are numbered among the most prominent in 
America, asking each of these the same ques- 
tion, “What do you consider activity in tuber- 
culosis?” Each of these men was good enough 
to reply and explain, but they failed to agree. 
However, all make it plain that activity is the 
wrong road to recovery. 

In the diagnosis and treatment of pulmonary 
tuberculosis the physician must consider not 
only the disease but the patient; and, in so far 
as the patient is concerned, the activity of the 
disease is the most important question. All of 
us speak glibly and profoundly of “activity,” 
hut few of us care to define it. 

In the Army I have seen many men suffering 
with tuberculosis classified as inactive because 
from their lungs could not be produced suffi- 
cient or satisfactory rales. Symptoms, unless 
severe, were given but little consideration. 
And, again, patients who were apparently well 
except for the presence of tuberculous rales, 
were classified and frequently treated as active. 

On the other hand, at one sanatorium I have 
seen one patient classified as active and another 
as imactive where the difference in symptoms 
was no greater than two to four heart beats 
per minute or from two- to four-tenths of a 
degree in temperature throughout an observa- 
tion period of one week. However, this classi- 
fication is only one of the factors that deter- 
mined the treatment of each individual. Also, 
patients in whom symptoms were sufficiently 


pronounced to be almost but not quite enough 
for a classification of active are classified as 
“potentially active,” and treated accordingly. 
Systemic symptoms, such as afternoon rise in 
temperature and acceleration of pulse rate, are 
considered only in relation to activity or de- 
gree of activity, and not as diagnostic criteria. 

Some specialists prefer dividing the term 
“active” into “clinical” activity and “pathol- 
ogical” activity; the former being in terms of 
the patient and how he reacts to the disease 
in so far as can be determined by c/inécal symp- 
toms; and the latter how the disease affects the 
patient /ocally, as shown by physical find- 
ings, X-ray examinations, sputum and other 
analyses. Most clinicians who make the dis- 
tinction of “clinical” and “pathological” activ- 
ity, include under the latter any change taking 
place in the lesion, whether for better or for 
worse. To this, Dr. Krause objects and per- 
haps correctly. He would speak of a change 
in the lesion for better as retrogression, and 
for the worse, “activity.” 

Writing in Nelson’s Loose Leaf Medicine, 
Krause says in part as follows: “From infee- 
tion to detection lesion pursues characteris- 
tically a halting course; there are periods of 
progression and there are periods of retrogres- 
sion: there are times when it extends, and in- 
tervals when it remains confined to certain 
limits. But, until final healing occurs, we can be 
certain that there is never absolute stasis; at 
any given time sclerosis is going on and keep- 
ing ahead of necrosis, or necrosis is temporarily 
gaining the upper hand; and throughout the 
whole period of its existence, every lesion has 
at any particular time its own peculiar resist- 
ance or accessibility to outside influences, to 
forces or stresses to which it may be subjected 
by the surrounding tissues. Because of con- 
tinually changing local or constitutional activi- 
ties, those tissues that enclose tubercles are ex- 
periencing wide fluctuations of physiological 
(normal or pathological) activity, and these 
will be reflected upon the tubercle. In fact, it 
‘cannot be otherwise.” 

Also in another chapter of the same book, 
Dr. James Alexander Miller says in part as 
follows: “The clinical manifestations of the 
disease divide themselves into two main cate- 
gories, the focal, caused by the lesions in the 
lung, of which the physical signs are the most 
important evidence, and the constitutional or 
systemic, which are indicated by the symptoms 
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presented. Of the two, the constitutional 
symptoms are the most important both for the 
diagnosis of the disease and for the apprecia- 
tion of its degree of severity or activity.” 

Dr. Charles Minor, in discussing activity, 
says in part: “I would try to define it as that 
condition in which the disease is making prog- 
ress and not being held in check by the resist- 
ing powers of the body. This is only safely 
estimated by the symptoms of the disease, 
though to the experienced, physical signs, like 
moist rales, progressively new lesion-breath 
sounds, advancing percussion changes, signs of 
softening and excavation, are a most valuable 
adjunct. In a case with very slight and lessen- 
ing symptoms, we can greatly discount any but 
the most pronounced signs. Whereas, however 
good the signs, advancing symptoms are always 
serious.” 

Dr. E. R. Baldwin, on the other hand, says 
in part, “I consider all forms of tuberculosis 
active that are not healed so that the ordinary 

“wear and tear of life has no further effect in 
arousing reactions. The expression “potenti- 
ally active” has been adopted by the staff at the 
sanatorium here and I think it is foolish to 
discriminate betweeen pathological and clinical 
activity.” 

The present classification of the United 
States Veterans Bureau is as follows: Active; 
non-active; unimproved; improved; quiescent ; 
apparently arrested; arrested; apparently 
cured. This seems to me as an attempt to get 
in so far as possible a fool-proof classification. 
However, in spite of this, many differences and 
difficulties arise. It may make a great differ- 
ence to a tuberculous veteran whether he is 
classified as active or quiescent. I have seen 
claims disallowed because claimants were classi- 
fied as quiescent instead of active. Also, I have 
seen some whom I classified as active at time 
of examination whose claims would have been 
disallowed if classified otherwise. These men 
were hospitalized and frequently from three to 
six weeks elapsed from the time they were 
examined for the Veterans Bureau before they 
were admitted into a government hospital ; dur- 
ing this time many of these men were resting, as 
instructed, and by the time of admission to a 
government hospital, active symptoms had sub- 
sided and they were properly classified as 
quiescent. However, there is a United States 
Veterans Bureau regulation number 20 B, Sec- 
tion 7033, which is as follows: “A Diagnosis 


of Active Pulmonary Tuberculosis shall be 
considered as established where two or more 
of the following findings are shown. 

(a) Sputum positive for tubercle bacilli. 


(b) Pleurisy with effusion. 

(c) Cavity or pneumothorax diagnosed |,y 
stereogram and physical examination. 

(d) Active tuberculous lesion evidenced |yy 
definite physical findings, indicating a tuber- 
culous involvement, most characteristic of 
which are typical indeterminate, localized, per- 
sistent moist rales (commonly called crepitant 
and suberepitant in the upper lobes) , increased 
or manifested on the first inspiration after a 
forced expiration followed by a cough. 

(e) X-ray findings, of which Roentgeno- 
graph stereograms manifesting cottony densi- 
ties, cirrhous clouding or areas of rarefaction 
surrounded by annular ring shadows, inter- 
preted as cavities, diagnostic of tuberculous in- 
filtration, caseation or cavitation. 

(f) Active tuberculous lesion evidenced by 
definite toxaemia of probable tuberculous 
origin, manifested by one or more of the fol- 
lowing symptoms: fever, loss of weight, and 
rapid ‘resting’ pulse.” 

The above Section 7033 is from the United 
States Veterans Bureau regulation number 
20 B, dated January 5, 1923, and is again 
quoted under United States Veterans Bureau 
Regulation No. 73, dated July 29, 1924, which 
indicates that it has never been annulled. How- 
ever, on January 10, 1924, was issued District 
Instructions No, 339—Re :-Roentgenography in 
the Diagnosis of Phthisis, one paragraph of 
which is as follows: “The activity or inactivity 
of a tuberculous lesion is to be determined by 
symptoms, as neither physical signs nor radiog- 
raphy can determine this point. Physical 
signs have frequently brought out lesions ani 
extensions invisible on the X-ray; while the 
latter have shown only rarely ones not found 
by the former. Although the value of the 
X-ray in the diagnosis of early tuberculosis 
still remains to be proven, there can be no ques- 
tion as to its advantages in showing the extent 
of the lesion and in the detection of encysted 
empyema or a partial pneumothorax.” Ob- 
viously the same author did not write both 
Section No. 20 B and District Instructions No. 
339. It is also very apparent that one or both 
should be revised. To me the former No. 20 B 
seems a most comprehensive synopsis of the 
entire problem of activity in tuberculosis. 
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Must we not decide if the disease constitutes 
in itself a handicap? Is it likely to handicap 
the claimant more as time passes or will the 
disability become less? Admitting the diffi- 
culty, if not the impossibility, of making exact 
percentages of handicaps from tuberculosis 
such as are made in cases of surgical injuries, 
where compensation is involved, we may still 
determine with some degree of proximation if 
two factors are kept constantly in mind: First, 
the disease may be minimal in extent and yet 
give rise to symptoms so pronounced as to 
make immediate treatment necessary. Second, 
at the time of examination claimant’s symptoms 
may be negligible and yet physical and X-ray 
findings may show a lesion so extensive as to 
involve one or more lobes, even all lobes, mak- 
ing claimant potentially active at all times until 
healing takes place. After all, legislators and 
others who use the term active in connection 
with tuberculosis must have in mind physical 
handicap caused the individual by the disease 
rather than just a difference of a few heart 
beats or a little temperature, or a few rales in 
the chest and as is so aptly expressed by Dr. 
Baldwin’s definition, “I consider all forms of 
tuberculosis active that are not healed so that 
the ordinary wear and tear of life has no 
further effect in arousing reaction.” 

Medical Arts Building. 


VACCINIA OF EYELIDS IN AN 
UNVACCINATED BOY 
By CHARLES A. YOUNG, M. D., Roanoke, Va. 

Ophthalmic Literature for the years 1921 
(Vol. 17), and 1922 (Vol. 18), and The Oph- 
thalmic Year Book for the years 1923 (Vol. 
19), and 1924 (Vol. 20), report no cases of vac- 
cina of the eyelids in unvaccinated persons, 
although The Ophthalmic Year Book of 1923 
(Vol. 19), gives the following abstracts of vac- 
cina of the eyelids produced by auto-inocula- 
tion, 

In Ball and Toomey’s patient (Vaccinia 
of Eyelids by Homoinoculation, 7, A. M. A. 
1922, V. 79, pp. 935-936), disturbance about 
the eyelids were noticed on the inner end of 
the left upper eyelid, one week after a first 
vaccination upon the thigh. It consisted when 
first seen of a small “pimple tipped with a yel- 
low head.” The vesicle grew so rapidly that it 
trebled the diameter of its base within two 
hours. It did not, however, increase in height. 
The areola about the vesicle spread rapidly 


and involved both eyelids during the night. A 
second palpebral vesicle (on the lower lid) twas 
first noticed about two weeks after the appear- 
ance of the first. Chemosis developed rapidly. 
Six satellite vesicles appeared several days 
later, with preauricular adenopathy. There 
was no constitutional involvement. The indi- 
cations were that there would be no scarring 
or disigurement, except a small translucent 
stellate scar over the inner end of the upper 
palpebral margin. 

Sedan (Vaccinal Ocular Affections, Ann. 
@Ocul,, 1922, V. 159, pp. 604-610) observed a 
case of ocular localization of vaccinia in a 
child aged six months, in which the inocula- 
tion against small-pox was conveyed from the 
thigh, the seat of vaccination, to the eye. The 
constant presence of chains of streptococci en- 
dangered the making of a correct diagnosis 
and prognosis. The benign nature of the cor- 
neal complication and its rapid and happy 
termination was of especial interest, since this 
conjunctival infection nearly led to the injec- 
tion of an autogenous streptococcie vaccine. 
Conjunctival inoculation is apparently less 
scrious than that of the cornea direct. 

Robert’s patient, a ten year old girl (Intra- 
ccular Hemorrhage Following Vaccination, A. 
J. O., 1922, V. 5, p. 397), after vaccination de- 
veloped a sore on the left lower lid similar to 
the one on the arm, The cornea became hazy 
and the anterior chamber filled with blood. 
Present vision only perception of light. 


Case Report. 

C. M., white boy, six years of age, referred 
to me December 1, 1924, by Dr. W. M. Otey, 
on account of marked swelling and inflamma- 
tion about right eye. 

History—On November 25th, parents no- 
ticed a condition which they thought to be 
styes (one lesion on the middle portion of 
lower lid and the other toward inner canthus 
of upper lid), both being at margin of lids. 
November 28th, child had fever and lids were 
more swollen. November 29th and 30th, child 
still had fever and both lids of right eye and 
right side of face were swollen. 

Patient had never been vaccinated, but had 
been sleeping with his brother, who was vac- 
cinated during the first week in November and 
evidently carried the virus from his brother’s 
arm to his own eye. 

Examination —When first seen, on the night 
of December 1st, both lids of right eye were 
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markedly swollen and indurated, with upper 
lid extending for a distance of six m.m. over 
the lower lid. Upper lid has four confluent 
ulcerated lesions, covered with a dirty grayish 
white membrane. On lifting upper lid, simi- 
lar lesions were seen on lower lid, all the 
lesions being on or a little beiow the margin 
of the lids. Right side of face was markedly 
swollen, extending from the lower jaw below, 
to the supra-orbital region above, and extend- 
ing backward to right ear. Pre-auricular gland 
on right side moderately enlarged and tender 
to pressure. Seven satellite vesicles, ranging 
in size from one and one-half to three m.m., in 
diameter, were to be seen on forehead, nose 
and lids of left eye, three of them being um- 
bilicated. 

On December 2nd, being unable to separate 
lids and examine cornea, Dr. Otey anesthetized 
the patient. With retractors the lids were 
forcibly opened, the conjunctiva was found to 
be very chemotic, the cornea clear, and the 
pupil two and one-half m.m, in diameter. Ex- 
amination on December 3rd showed swelling 
of lids lessened, no change in the chemosis, 
cornea clear, pupil still contracted although 
atropine had been instilled during past twenty- 
four hours. On December 4th, there was no 
change except the ulcers were covered with a 
thick brown crust. The cornea was clear, and 
pupil dilated. Began use of potassium chlorate 
solution, grains 5 to the ounce, as hot fomen- 
tations. The following day, December 5th, 
there was very marked improvement, swell- 
ing was much lessened, and the patient’s lids 
opened for the first timae without the use of 
retractors. The pupil was dilated, and a 
small superficial opacity (one and one-half 
m.m. in diameter) of cornea appeared below 
pupil and 3 m.m, above limbus, The opacity 
did not stain with fluorescein. On December 
6th, chemosis and swelling of lids were much 
less pronounced, Opacity of cornea was then 
only 1 m.m, in diameter, and did not stain with 
fluorescein, Pupil was dilated. On December 
8th, patient could open lids, There was very 
little swelling of lids and conjunctiva, Crusts 
had been thrown off, leaving clean saucer- 
shaped ulcers at lid margins. No cilia pres- 
ent in ulcerated areas. Pupil was dilated, 
the opacity was still smaller and did not 
stain with fluorescein. On December 11th, 
the lids could be opened about two-thirds, both 
lids being slightly swollen, the ulcers were 


clean in appearance, and there was no crist- 
ing except on one lesion of upper lid toward 
internal canthus, Cornea clear, the opacity 
having been absorbed. Pupil was dilate. 
QO. D. vision (under atropine) with plus 1.75 
S was 6/15. O. S. vision without glasses or 
cycloplegia was 6/12, On December 31st, righit 
lower lid showed a scar at the ciliary margin 
about three and one-half m.m, in diameter very 
similar in appearance to the scar seen on the 
arm following vaccination. Right upper lid 
showed a similar scar at the ciliary margin, this 
scar being two and one-half m.m, in diameter. 
Cornea was then clear, and the pupil active, re- 
acting to light and accommodation, There 
were no cilia present in the site of the scars. 

Piagnosis—The diagnosis was made from 
the presence of the umbilicated vesicles on the 
adjacent skin and from the history. 

Treatment Used.—Solution of atropine sul- 
phate (1 per cent), one drop in right eye three 
times a day. Hot fomentations of potassium 
chlorate, grains five to the ounce, applied con- 
tinually, as recommended in Swanzy’s Diseases 
of the Eye (Werner), page 574, acted almost 
miraculously. Borie acid ointment was applied 
to lids every four hours. 

612 MacBain Building. 


SOME QUESTIONS INVOLVED IN THE 
TREATMENT OF FIBROIDS OF THE 
UTERUS.* 


By CHARLES R. ROBINS, M. D., Richmond, Va. 
Professor of Gynecology, Medical College of Virginia; Gynecol- 
ogist, Hospital Division; Surgeon, Stuart Circle Hospital. 


In the light of our present knowledge anil 
experience, what treatment is to be advised in 
fibroid tumor of the uterus, and what condi- 
tions should lead us to recommend a special 
line of treatment? Such an inquiry opens up 
a rather large field and we will not undertake 
at this time to cover all of the questions in- 
volved. We will, however, present some of the 
problems which are of more common occur- 
rence, and in which various reasonable doubts 
may exist as to what treatment will best serve 
the welfare of the patient. 

The first inquiry that suggests itself is: 
Should we ever tell the patient that we would 
not advise any treatment for the condition 
found? TI believe that there are cases of 
fibroids in which this advice should be fol- 
lowed. Unfortunately, however, such cases 
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are comparatively infrequent. But in cases 
where the fibroid is small and where the patient 
is young and with the prospect of matrimony 
or pregnancy, and if the fibroid is not produc- 
ing symptoms and if they appear to be located 
in the upper portion of the fundus, especially 
if they are subperitoneal, the patient can be 
told that the tumor at present is small and of 
little consequence and she can be directed to 
present herself at intervals for examination in 
order that we may determine the rate of 
growth, It is perfectly possible for such a 
uterus to become impregnated and for the pa- 
tient to be delivered without operative pro- 
cedure, When it becomes apparent, however, 
that the tumor is growing, treatment should be 
instituted before the pathology becomes too 
great. 

In what cases is myomectomy to be advised ¢ 
The answer to this question involves likewise 
consideration of age, matrimony and _ preg- 
nancy. There is no more attractive appeal than 
to be able to remove the tumors and to leave 
a functioning organ behind, Under many cir- 
cumstances myomectomy is to be advised, but 
we have always to remember that our efforts at 
conservatism may and probably will be dis- 
appointing. The difficulty here is that the 
inost characteristic thing about fibroids of the 
uterus is that they are multiple, and while we 
may succeed very well in removing all of the 
nodules that may be detected, we must rest 
assured that others are doubtless present that 
cannot be detected, that will grow and produce 
pathology as much as the nodules that have 
been removed. It is not an uncommon experi- 
ence to find that in one or two years’ time fol- 
lowing myomectomies we are confronted with 
a uterus larger and more nodular than it was 
at the time of the original operation, In my 
own experience it has been quite uncommon 
to secure permanent results from myomectomy. 
However, under conditions already mentioned, 
it may seem to be worth while to avoid radical 
operation, I think, however, that the case 
should be fully explained to the patient or to 
her family so that there may be no embarrass- 
ing explanation when a second operation is 
called for. 

In this connection, I would like to call atten- 
tion again to a type of operation suggested by 
me a few years ago, I refer to the operation 
of reconstruction of the uterus. It will 
occasionally happen that we will find a case of 
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fibroids in which this operation presents great 
possibilities. When the nodules are located in 
the central portion of the fundus it is possible 
that by a V-shaped resection we may remove 
not only the fibroid nodule but the adjacent 
tissue. The two lateral portions of the uterus 
can then be united by suture and a very nearly 
normal uterus left. We will then have a cavity 
continuous with the cervix and the Fallopian 
tubes, I have had several cases in which this 
operation has been performed in which preg- 
nancy has occurred and the patient has carried 
the child to term and had a living child. One 
rather interesting aspect of the case to me is 
that in two cases which I have been able to 
trace for a period of years there does not ap- 
pear to have developed any further nodules. 
It may be that there is something in removing 
the adjacent tissue that it is more efficacious 
than simply cutting out the fibroid nodules. 

If the case is one in which a hysterectomy is 
indicated, the question arises, shall we do a 
supra-vaginal hysterectomy or shall we remove 
the cervix also. I believe that the preferable 
operation is to make the hysterectomy total by 
removing the cervix. The reason for this is 
that the cervix when detached from the uterus 
serves very little purpose, It rapidly atrophies 
as a rule but its retention introduces a serious 
question, Any tissue that is separated from 
its normal connection becomes marooned and 
I am quite certain is liable to undergo degen- 
eration. This is especially true if the cervix 
is already pathological, either as a result of 
laceration, infection or any other condition. 
T have had eases in which carcinoma has de- 
veloped in such a cervix. My rule, therefore. 
is to remove the cervix unless there is some 
very good reason for leaving it. In fat women 
and particularly in women who do not have the 
uterine attachments relaxed from pregnancy, 
the removal of the cervix is sometimes so diffi- 
cult as to make it advisable to take what risk 
there may be of leaving it rather than to do 
a dangerous removal. I have found, however, 
where the proper technique is followed, that it 
is very little more difficult to do a total hys- 
terectomy than a supra-vaginal. 

Should the ovaries be removed or left in 
when a hysterectomy is performed? This 
question has been the the subject of consider- 
able debate, and it is probable that it has not 
been settled yet. I am inclined to believe, how- 
ever, that very little is to be gained by saving 
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the ovaries after menstruation has been ended 
by the removal of the uterus, I believe there 
is very intimate connection, as far as the well- 
being of the patient is concerned, between the 
function of the ovaries and menstruation. The 
two to me appear to be interdependent. What 
I mean to say about this is that the secretion 
of the ovary is complemented or corrected in 
some way by the menstrual flow, and that the 
two make a complete cycle. If this is true, I 
sincerely believe that there is liable to be more 
disturbance if the ovaries are allowed to re- 
main and the uterus removed than if both are 
removed at the same time. I remember quite 
recently receiving an inquiry concerning a pa- 
tient on whom T had done a hysterectomy. Her 
physician felt that her symptoms had been in- 
duced by the removal of the ovaries. When, 
however, I looked up her record, I found that 
for some reason the ovaries had been left in 
in her case. 


This leads us naturally to this inquiry: What 
is the effect upon the patient of the removal 
of the uterus? The answer to this is, I believe, 
largely contained in the age and condition of 
the patient. I can only speak from my own 
experience, For some years I have been doing 
by preference total abdominal hysterectomy, 
including the removal of the ovaries in: cases 
where I thought it indicated. At first I was 
surprised to find that the dire things that I 
expected as a result of a necessary operation 
did not occur, so that now my feelings and ex- 
pectations have changed. I have found that 
where a woman has been married, and parti- 
cularly if she had had several children and if 
she is approaching the period of the meno- 
pause, that such an operation, by anticipating 
the menopause for a short while, is not likely 
to produce any grave symptoms. It is true 
that every now and then we will have a case 
where the symptoms are aggravating and 
annoying, but in my experience this is the ex- 
ception and we may reasonably inquire if these 
exaggerated symptoms may not be due to some 
other cause rather than to the menopause. In 
other words, in unstable types, a small cause 
may produce very exaggerated symptoms. 

We next have to consider radiation in the 
treatment of fibroids, either by radium or 
X-ray, or combined. I am free to confess that 
IT am a very frank admirer of this method of 
treatment in many types of cases, but I have 
also to confess that I have not made use of it 


very largely in the treatment of fibroids. [ 
have often thought that I would go over the 
cases of fibroids in which I have operated with 
a view of selecting those cases in which radia- 
tion would have been the better procedure. 
While I have not done this, I am rather cou- 
vinced that the proportion of cases in which 
radiation is indicated is comparatively small 
when the total number of fibroids is con- 
sidered. I do not believe that radiation is 
going to supplant operation, but rather that 
it will be reserved for certain cases where for 
one reason or another it is particularly indi- 
cated. There is no difference between the two 
as far as the results secured are concerned, 
Radiation for fibroids produces the menopause 
as surely as operation, so to that extent it can- 
not be considered a conservation procedure. 
The mortality rate is the main talking point, 
but I am not so sure that this discrepancy is 
as great as would appear on the surface. In 
considering the mortality rate in operation for 
fibroid, cases of all sorts and descriptions are 
included. Many of these would be totally un- 
suitable for any other method of treatment 
than operative on account of the complications 
that exist. We have, too, to consider the con- 
dition of the patient following radiation just 
as well as we consider the condition of the pa- 
tient following operation. Suppose, as is most 
frequently the case, there are other conditions 
that require operation, such as appendicitis, ac- 
hesions, tubal inflammation, lacerations, etc., it 
would hardly seem reasonable to treat the uteri's 
by radiation and then operate for the other con- 
dition. I believe the careful examination of 
patients suffering from fibroids and analyses 
of their symptoms will demonstrate that there 
are comparatively few cases of fibroids pre- 
senting for treatment that do not have com- 
plications that require operation. In what per- 
centage of cases is the fibroid obliterated, and 
in what is it merely reduced in size, and is 
the improvement temporary or permanent‘ 
I think we have also to consider the feelings 
and sensations of the patient following treat- 
ment by radiation. Every now and then I see 
such a case in which the patient complains a 
great deal and some in which they date their 
symptoms from the use of the radium. I do 
not know to what extent such symptoms come 
on following this line of treatment, but I have 
seen some in which they apparently were quite 
severe. 
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{ do not claim in this paper to have settled 
anything. I have simply given expression to 
thoughts that have occurred to me in dealing 
with these cases. I have had such a large num- 
ber of cases that have been treated by opera- 
tion and that have not only had the tumor re- 
moved but their health restored, and have en- 
tered into the activities of life with renewe:l 
vigor and youthful enthusiasm, that I cannot 
feel that such operative measures, as have been 
indicated, are to be accepted as a last resort. 
I would, therefore, hesitate to adopt as a rou- 
tine any other procedure until I had become 
convinced that it would offer results as good. 
While radiation has a distinct field of useful- 
ness and it will be indicated in a certain per- 
centage of fibroids, I do not believe the per- 
centage will ultimately prove to be large; 
neither do I believe that it will ultimately sup- 
plant operation. 


THE ONE SYMPTOM THE PUBLIC 
SHOULD KNOW IN TYPICAL 
ACUTE APPENDICITIS.* 


By J. E. RAWLS, A. B., M. D., F. A. C. S., Suffolk, Va. 
Senior Surgeon to Lakeview Hospital. 


Appendicitis has become a household word. 
It is talked in public schools, on the streets and 
in the country. 

Some feel complimented by having this 
popular or fashionable disease. A doctor was 
called in to see one of his fair patients and, 
after thorough history and physical examina 
tion, he told her that she had appendicitis; 
she blushingly replied, “Doctor, you flatter 
me!” 

It is so common a subject that it does not 
cause the fear and fright that it once gave. 
This is due to the fact that it is more easily 
diagnosed and we know more of it as a disease. 
These truths are becoming common every-day 
knowledge and information, and well that it 
is. However, with this information the mor- 
tality rate is still increasing. It was estimated 
in 1904 that about 10,000 patients died of ap- 
pendicitis annually in the United States, It 
was shown some days ago by statistics that the 
deaths had gradually increased from 10,000 to 
16,000 during the past two decades in the 
United States. This is appalling when we 
realize that these deaths could be reduced 
almost to a minimum, and thus restore the poor 
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victims to their families, friends and glorious 
life, if early diagnosis is made and proper 
treatment promptly instituted. Around this 
truth hangs the law that governs those that 
perish in acute appendicitis, It is the same 
law that governs mortality in tuberculosis and 
in cancer, Early diagnosis, early proper treat- 
ment and your death rate is reduced to a mini- 
mum in tuberculosis and in cancer, Delay and 
cod-liver oil in tuberculosis, and delay and 
salves in cancer play the same role in the prog- 
ress and cure of these diseases, as delay and 
the ice-bag play in the cure of acute appendi- 
citis, Such a course of management inspires 
false hope, and in many cases passes them into 
the beyond. It has been truly said that when 
a patient dies of appendicitis, some responsible 
person has made a blunder. 

Our aim in this paper is an attempt to 
simplify early diagnosis in the majority of 
cases that proper surgical treatment may be 
promptly executed, It is not so much as to 
who does the operation, as it is in the prompt- 
ness of the operation. 

The late John B. Murphy wonderfully sim- 
plified the symptoms and signs of acute appen- 
dicitis when he reduced them to four and in 
order of their respective appearance, namely: 
pain, nausea, McBurney point—local tender- 
ness,—and temperature, To this he later added 
a laboratory corroborative test, which was an 
increased leucocyte count. 

For convenience, we will discuss these symp- 
toms and laboratory test, in the reverse order 
named in the foregoing: 


Leucocytosis, This is not pathognomonic of 
acute appendicitis, We find a leucocytosis in 
other acute inflammatory abdominal and pel- 
vic conditions, Usually we have an increased 
count in acute appendicitis within the first 
twenty-four or thirty-six hours after onset, 
ranging from normal to 30,000. More fre- 
quently we find the count from 12,000 to 20,000. 
However, in some acute cases we find no in- 
crease in the leucocyte count after checking 
by repeated examinations, Thus, we can dis- 
miss leucocytosis as pathognomonic of acute 
appendicitis, either by itself or in combina- 
tion with other symptoms and signs. 

Temperature.—This is not a constant symp- 
tom in acute appendicitis. The late John B. 
Murphy once said that you always have a fever 
in acute appendicitis, Some years afterwards, 
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he contradicted this by saying that he had re- 
cently had two acute appendiceal conditions 
that had no abnormal temperature. Besides 
the lack of fever in some cases, there are many 
acute abdominal conditions that give a rise of 
temperature not connected with the appendix. 
So we have to discard the temperature as a 
definite symptom pointing us to the acute 
pathological appendix. 

McBurney Point Tenderness —Any pathol- 
ogy of the lower end of the cecum, beginning 
of ascending colon or ureter at this point will 
give tenderness and soreness in the McBurney 
region, On several occasions have we operated 
for an acute appendix, and on opening the 
abdomen have found pathology with the fore- 
going organs, the appendix not being guilty. 
One case is especially recalled which was a 
small post-cecal-colonic abscess. The parts 
were exposed and the appendix found to be 
normal in appearance and not taking part in 
the pathological process, This as a symptom 
per se would, therefore, not lead us to the accu- 
rate diagnosis of an acute appendix in all cases, 
so we have to dismiss this as an absolute sign or 
symptom. 

Nausea or yomiting is a common symptom of 
gastro-intestinal pathology; also of pelvic dis- 
eases, 

In the majority of our cases of acute appen- 
dlicitis where nausea or vomiting was a symp- 
tom, it took place after some nauseating remedy 
had been given for the abdominal pain, The 
period between onset of the disease and nausea 
or vomiting varied with the length of time 
elapsed after some remedy was administered; 
consequently we believe it is largely the remedy 
and not the disease that occasions the nausea or 
vomiting. So we dismiss nausea or vomiting 
for the above definite reasons. 

Pain as a symptom per se in acute appendi- 
citis would mean nothing. Pain or modifica- 
tion of pain is practically common to all 
pathology either directly or reflexly, Pain is 
the red light signal of danger, and thus the 
great preserver and savior of life. Were it not 
for pain or modification of pain, we would 
pass out without warning. 

It is the study of pain as to the nature, loca- 
tion and radiation that leads us to the diag- 
nosis of many pathological entities. Jn about 
60% to 70% of acute appendiceal conditions we 
have a very definite and characteristic pain. 
This aching or pain begins in the epigastric 


or umbilical region and gradually spreads oer 
the entire abdomen in the course of two or 
three hours, Then, in about six to twelve hows 
from the onset, the pain settles or localizes '\) 
some definite portion of the abdomen,—usual/y 
in the lower right quadrant, in McBurney 
gion. 

The pain thus starting and localizing in our 
experience is pathognomonic of acute appen«i- 
citis in every case, It is so characteristic tliat 
you can make a diagnosis with such a history 
in 100°. You can diagnose such a case 
whether you see the patient or not. In fact, 
you can diagnose it over the phone or by radio, 

The public is generally mislead by interpret- 
ing this as “indigestion.” This false interpre- 
tation on the part of the patient and family is 
the great factor that produces your mortality 
in acute appendicitis. 

The public must be taught this one symptom 
of acute appendicitis, In learning this, §,(00 
to 10,000 victims of this disease would be save:l 
annually in the United States. 

The place to teach this truth is in the public 
schools, Some months ago T was talking on 
this line to a school teacher in Norfolk, Vir- 
ginia. I told her the characteristic symptom. 
A few months thereafter she told me that her 
room-mate was taken with this characteristic 
pain, She immediately sent for the family 
physician, and, on his arrival, at once diag- 
nosed the condition as acute appendicitis. He 
had her operated on without delay and _ thie 
surgical findings confirmed the diagnosis. Here 
in the school is where the knowledge must | 
disseminated, and you will get results by sav- 
ing ignorant, suffering humanity. 


Conclusions 

1. The public should know this one diag- 
nostic symptom, namely, that a great majority 
of cases begin by having a general abdominal! 
pain and, in the course of six to eighteen hours, 
the pain and soreness become localized in 
lower right abdominal quadrant; or, better, in 
their own phraseology, begins by having “in- 
digestion that caused pain all over the stom- 
ach, and in six to eighteen hours this pain or 
soreness settled in the lower right side of the 
stomach.” 

2. By learning this one symptom, each in- 
dividual would not only save himself but also 
his friends, and thus would save at least 10,000 
people annually. 
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3. This knowledge should not only be 
taught in our public schools, but by every 
means possible,—even broadcasted periodically 
by radio. 


THE KAHN TEST AS AN AID IN DIAG- 
NOSIS OF SYPHILIS.* 


By KNOWLTON T. REDFIELD, D. V. M., Roanoke, Va. 
Director of Laboratories, Jefferson Hospital. 


The Kahn test was first reported in May, 
1922. and largely perfected by Dr. Kahn, of 
Michigan. He, like many serologists, had felt 
the need for an easier, simpler reaction for 
syphilis than the Wassermann, with its many 
possibilities of error. In the Wassermann re- 
action, we use the cholesterinized antigen. 
which is recognized as being the most sensitive 
of the three antigens in general use. We do 
this to avoid false negative reactions. 

The Kahn antigen is titrated with normal 
sodium chloride and to this is added the pa- 
tient’s inactivated serum. This is shaken for 
two minutes and observed for evidence of a 
precipitate. 

The Kahn test is distinguished from other 
precipitation reactions by these salient fea- 
tures: First—The serum is employed without 
dilution, Kahn having shown that diluting the 
serum with sodium chloride delays the rapidity 
of the reaction. Second.—The antigen is pre- 
pared so as to have a high antigenic titre. This 
is attained by using an alcoholic extract of 
dried heart muscle. previously extracted with 
ether, thus removing fat and other non-speci‘ic 
substances. Third.—The antigen is diluted 
with approximately the smallest amount of 
sodium chloride that will hold it insolution, 
rendering it thereby susceptible to precipita- 
tion when mixed with a positive serum. 
Fourth.—Anitgen and serum are employed in 
that relationship which will result in a maxi- 
mum degree of precipitation. 

Litterer, of Nasliville, in a paper read be- 
fore the Tennessee Medical Association in 
April, 1923, reviews 1.000 cases with the fol- 
lowing opinion: “Agreement with the Wasser- 
mann reaction was surprisingly accurate in 
view of the simplicity and economy of ma- 
terial and time, and the test should be used with 
advantage to check the Wassermann reaction, 
especially in doubtful cases.” He does not feel 
that the test should supplant the Wassermann 
reaction, but that the two should be run con- 

*Read before the Clinic of Jefferson Hospital, Roanoke, Va. 


jointly to insure more accurate reports, and 
that it certainly deserves serious consideration 
on the part of serologists. 


Keim and Wile, of Michigan, in the Journal 
A. M. A., of Sept. 9, 1922, report 350 cases 
showing the following: First—In primary 
syphilis there was an agreement of 66 2/3 per 
cent of the cases between the Wassermann and 
the Kahn, the remaining 33 1/3 per cent show- 
ing a distinct sensitiveness in favor of the 
Kahn reaction, as checked by clinical evidence 
and history. Second —Secondary syphilis 
showed an agreement in 50 per cent of the 
cases, the balance being favorable for the Kahn 
as regards sensitivene-s. One of these patients 
had just completed an extensive course of 
treatment with arsphenamine and showed a 
negative Wassermann but a positive Kahn. 
Third.—Of nineteen cases of tertiary syphilis, 
excluding cerebro-spinal, the Kahn was always 
positive in positive cases, though in the late 
cutaneous type, the Kahn in two cases only 
showed a plus two reaction while the Wasser- 
mann showed a plus four. 

In cases affecting the osseous system, the 
authors report six cases—all of agreement. 

In four cases of visceral syphilis, the Kalin 
consistently ran a plus four reaction, though 
the Wassermann showed one plus four reaction, 
two plus two reactions, and one plus one re- 
action. 

In cerebro-spinal syphilis, in fifty-two cases, 
all of which were done with blood, the Kahn 
again compared very favorably. There was 
agreement in 45 per cent of the cases, the bal- 
ance favering the Kahn reaction. 

In congenital syphilis the Kahn was slightly 
more sensitive than the Wassermann. 

In latent syphilis the authors report eighty 
cases, 21 per cent of which gave spontaneous 
reactions in the Kahn test. In twenty-seven 
cases, Which were passed as cured by two nega- 
tive Wassermanns, the Kahn test gave a posi- 
tive reaction without exception. 

Keim, in the American Journal of Syphilis. 
of April, 1924, reports 1,000 cases in which 
the above facts and percentages were almost 
duplicated, and, in this report, he concludes 
that the Kahn reaction is even more sensitive 
and more highly specific than he had _pre- 
viously reported. 

Young, the Director of Laboratories of 
Michigan Department of Health, in Journa/ 


e, 
a 
r - 
t 
© 


178 VIRGINIA MEDICAL MONTHLY. 


A.M. A., Nov. 11, 1922, reports the following 
interesting work: 

“Before adopting this test routinely, 15,000 
reactions were done in conjunction with the 
Wassermann. Though showing some variation 
from the Wassermann, these tests definitely 
proved that they were dealing with a method 
of serum diagnosis for syphilis possessing a 
high degree of sensitiveness and specificity.” 

They then report the first 5,000 done after 
official adoption of the test. There was an 
absolute agreement in 93 per cent of the cases, 
a relative agreement in 6 per cent, and an 
absolute disagreement in 1 per cent. Of this 
1 per cent (fifty-one cases to be exact), all 
were in weakly positive sera, and all had a 
positive history and clinical evidence. Four- 
teen cases ran a positive Wassermann with a 
negative Kahn, while thirty-seven cases ran 
a positive Kahn with a negative Wassermann. 

Holmes, of St. Louis, in the Journal A. M. 
A., July 28, 1923, reports 1,000 cases, which 
showed a close correlation between the two 
tests with the balance in favor of the Kahn 
as regards sensitiveness, especially in treated 
cases, 

Detwiler, of Toronto, in the Journal A. M. 
A., Sept., 1923, reports 2,000 cases. Though 
feeling it was not the equal of the Wassermann 
‘reaction in their hands, he says the following: 
“In such cases (i.e. plus four Wassermanns 
without history or symptoms), a confirjaatory 
Kahn is of the greatest importance and we 
now perform the Wassermann and Kahn in 
parallel routinely in the Toronto General Hos- 
pital.” 

Kolmer and Yagle in the Archives of Der- 
matology, 1923, report the Kahn as being nega- 
tive in the reaction for leprosy, in which dis- 
ease the Wassermann is positive. 

Of 1.975 negative sera, Kahn has just re- 
ported in the December issue of the Archives 
of Dermatology that all gave negative Kahn 
reactions except four. Of these four, two gave 
a plus one Kahn and two gave a plus two re- 
action. This speaks for itself, as regards its 
being a test of too great a degree of sensitivity. 


In a personal communication from Dr. E. P. 
Corson-White, of Philadelphia, just received, 
she says they have gotten about 11 per cent 
higher positives in bone lesions of known 
syphilitic origin with the Kahn than with 
the Wassermann, though she says she has had 


(June, 


better results with the Wassermann in euro. 
logical cases. 

In our own laboratory we have been <oing 
the Kahn reaction routinely in conjunction 
with the Wassermann in over 2,000 cases, of 
which 1,800 were on separate patients. 


We do not adhere to the original Kahn test, 
which calls for six times as much serwin as 
antigen and depends upon large clumps in plus 
three and plus four reactions, but rather \ipon 
Kahn’s own modification of his origina! test. 
In this modification, we use three tubes to each 
test, placing varying amounts of the antigen 
salt solution mixture in each tube. Thus, we 
have a serum-antigen dilution of three to one, 
six to one, and twelve to one, respectively. 
These are now shaken vigorously for two 
minutes, after which 1% c.c. of normal sodium 
chloride is added to each tube. Negative sera 
give a clean-cut opalescent appearance, while 
in positive sera the addition of the sodium 
chloride seems to intensify the precipitate, 
which is readily seen without removing the 
tubes from the rack. 

We do not thus rely upon the appearance of 
large clumps in plus three and plus four re- 
actions, but rather on the rapidity as well as 
degree of precipitate formed. We have not 
infrequently found plus four sera giving a 
very heavy, though fine precipitate, as well as 
others giving large clumps. 

Our reactions, then, are based upon the fol- 
lowing: A distinct precipitate in a clear fluid 
in all three tubes indicates a plus four reaction. 
In partial positive reactions, the average of 
the three tubes is taken, thus a plus one, a 
plus two, and a plus three in each of the three 
respective tubes would give a final reading of 
a plus two reaction. 

We have found this extremely valuable as 
an aid in diagnosis in early cases. One re- 
cent case will serve to demonstrate this fact, 
although we have had many others similar to 
the one mentioned. This case ran a negative 
Wassermann and a plus one Kahn in our 
laboratory. Upon investigation, the history 
showed that there had been an _ exposure, 
though no lesion had developed at the time 
this blood was taken. About three weeks later, 
we obtained another sample of blood which 


showed a plus two Wassermann and a plus ‘ 


three Kahn. Investigation showed that in the 
interim between the first and second tests the 
patient had developed a primary lesion. 
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Several cases having oral lesions have run 
negative Wassermanns and positive Kahns. 

We have had similar experiences in bone 
cases, having positive clinical evidence of 
syphilis. Our largest percentage of negative 
Wassermanns and positive Kahns, however, 
has appeared in ‘treated cases, where, in our 
experience, the Kahn reaction is invaluable. 

Last, but not least from the standpoint of 
the serologist, is the fact that anti-comple- 
mentary sera and hemolized sera need no 
longer be checked as unsatisfactory, since these 
changes do not materially affect the Kahn re- 
action. 

The final word as to the value of the Kahn 
precipitation test must naturally come from 
the physician, and we have been particularly 
encouraged by the manner in which physicians 
from other states, as well as of our own staff, 
have received this extra service. Words of 
appreciation are not infrequently heard, and 
this appreciation expresses itself tangibly by 
the increase in the number of specimens 
reaching our laboratory. 


Summary AND CoNcLusIONS 

Approximately 29,000 cases have been briefly 
reviewed in this paper in which the Kahn re- 
action was run in conjunction with the Wasser- 
mann, The opinions of various investigators, 
as well as our own in over 2,000 cases, have 
been a source of considerable satisfaction. 

The need for a test possessing fewer sources 
of error than the Wassermann test has been 
felt throughout the country for sometime, to- 
gether with the need for a test of high specific- 
ity. 

The Kahn reaction seems to fulfill the above 
conditions. In the cases reviewed and in our 
own experience there were fewer false reac- 
tions and the Kahn has consistently appeared 
more delicate, especially in early cases, and in 
cases following treatment. Kahn has just re- 
ported a series of 2,600 reactions, 1,975 of 
which served as controls. <All of the 1,975 gave 
negative Kahn reactions with the exception of 
four, and, of these four, two were plus one, 
and two were plus two reactions. 

The standardization of the Wassermann test, 
although helpful, would not in our opinion 
solve the problem of serum diagnosis of 
syphilis because of the numerous variables 
that are inherent in the test. 

We believe to check each Wassermann with 


this relatively simple test is at present the best 
solution of the problem. 

We do not say, nor claim, it to be the final 
solution, because we are dealing with tests of 
which very little is known regarding the 
biology as well as the physical chemistry. We 
do believe, however, to run the Kahn routinely 
in conjunction with the Wassermann report- 
ing both reactions to the physician, gives the 
physician a far more dependable laboratory 
diagnosis than the Wassermann alone could 
possibly give. We sincerely hope the physi- 
cians will continue to give this test their 
worthy support, as they have since learning 
the value of this reaction. 


A CASE OF ABSCESS OF A SUPER- 
NUMERARY MAMMARY GLAND.* 


By W. AMBROSE McGEE, M. D., Richmond, Va. 
From the Surgical Department of St. Elizabeth's Hospital. 


The case here reported is unusual and in- 
teresting in that an abscess developed in a 
supernumerary mammary gland. 

Report or Case 

Mrs. A. P. C., white, age thirty-eight, en- 
tered St. Elizabeth’s Hospital on January 18, 
1925, complaining of a tumor of the left breast. 
Since birth there had been a small supernu- 
merary mammary gland underneath the nor- 
mal left breast. The gland had always func- 
tioned normally, enlarging during gestation, 
and lactating after delivery. It had never 
saused any trouble until recently. In Novem- 
ber, 1924, the patient noticed that the acces- 
sory gland became enlarged, slightly painful, 


red, and somewhat hard. She attributed this. 


to a blow a day or two previously. No appar- 
ent change was noticed in this painful, red and 
swollen extra breast until the following Janu- 
ary 17th, when she noticed that about four 
ounces of a fluid resembling blood and milk 
was discharged from the nipple. At no time 
had the patient had any fever or constitutional 
symptoms. The next day she entered the hos- 
pital. She was nursing a two year old child 
and all three mammary glands were lactating, 
but the extra one had never been used as a 
source of infant feeding. 

The family history showed one sister who 
had a similar congenital anomaly and a ma- 
ternal cousin who gave birth to twins. The 
patient’s past history was irrelevant with the 
exception of four miscarriages. Neither of her 


*Read before Staff Meeting of St. Elizabeth’s Hospital, Rich-- 
mond, Va., February 26, 1925. 
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two children were known to have any congeni- 
tal anomalies. 

Physical examination revealed the following 
positive findings: A slightly emaciated woman 
with moist sallow skin; reddened gums that 
showed evidence of pyorrhea; a soft systolic 
murmur over the mitral area transmitted to 
the axilla; and a supernumerary mammary 
gland five by one inches (13x2.5 ¢.m.) located 
one and one-half inches (3.8 ¢.m.) below the 
left breast in the milk line. The gland was 


Fig. I.—Supernumerary Mammary Gland Below Normal. 
Left Breast. 


freely movable and had a normal looking 
nipple from which a milky substance could be 
expressed. Beneath the accessory nipple was 
a fluctuating mass which was red and indu- 
rated, giving the appearance of an inflamma- 
tion and not a neoplastic condition. Both nor- 
mal mammary glands as well as the extra one 
were lactating. 

Urinalysis, blood smears and counts, and a 
two-hour phenolsulphonephthalein kidney 
function test were normal. The blood Wasser- 
mann reaction was negative. 

A tentative diagnosis of abscess of a super- 
numerary mammary gland was made, in spite 
of the normal blood count and the possibility 
of an atypical neoplasm. 

The accessory breast with its fluctuating mass 
was excised on January 19, 1925, by Dr. J. 
Shelton Horsley, and the gross specimen re- 


vealed a supernumerary mammary gland {illed 
in its center with pus and necrotic materia!, jp. 
dicative of a pyogenic abscess. Imme liate 
fresh frozen section confirmed the gross diag. 
nosis and showed no evidence of malignancy, 
There was considerable hyperplasia of the epi- 
thelial glands with marked infiltration of roun| 
cells, and near the surface of the wall of the 
growth the tissue was edematous and cont:ined 
many polymorphonuclear leukocytes. Though 


Fig. IIl.—External View of Gross Specimen Removed at 
Operation. Two-thirds actual size. 


not cancerous, the abnormal structure would 
have undoubtedly been a continuaus site for ir- 
ritation and an excellent focus for the later 
development of a cancerous growth. ‘The 
wound healed by first intention, and on Janu- 
ary 28, 1925, the patient was discharged from 
the hospital well. She reported on February 
19, 1925, that she was entirely complaint-free. 


Discussion 


Polymastia, while not a rare condition, is not 
common, particularly when a typical mammary 
gland is seen. It is usual to find the extra 
gland or glands in the so-called milk line, but 
accessory breasts are found in the axilla, the 
groins, or in any part of the body. The conii- 
tion occurs in both sexes, but more frequently 
in females. Darwin’s theory that polymastia 
is a reversenary or atavistic phenomenon is the 
accepted theory of causation. Statistics seem 
to point to heredity as a factor in polymastia 
There is some evidence that polymastic and 
polythelic women are abnormally feeund with 
a tendency to twins. When the accessory mam- 
mary glands are located in a portion subjected 
to trauma, as on the buttocks, the glands be: 
come painful during gestation and lactation. 
In some instances, the supply of milk is sulli- 
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cient to nourish an infant, there being cases on 
record Where a mother was able to nourish two 
children at the same time, one normally while 
the other was fed by means of the supernu- 
merary mammary gland. One danger of these 
accessory breasts is that they are seats of a 
possible malignant growth due to the constant 
source of irritation. 

The following are five reasons why poly- 
mastia may require surgical intervention : 

1. To alleviate excessive pain during preg- 
nancy and lactation when the glands are situ- 
ated in areas easily irritated. 

2. To remove the constant ectopic drippins 
of milk. 

3. For cosmetic effects. 

4, To remove a possible area in which malig- 
nancy may later develop, which constitutes the 
same indications for surgery as similar condi- 
tions in the normally placed breast. 

5. To relieve acute or chronic inflammatory 
processes such as abscesses, chronic mastitis, 
etc. 


Fig. III—Internal View of Gross Specimen Removed at 
Operation. Two-thirds actual size. 

Supernumerary breasts are often mistaken 
for an abscess during gestation and lactation 
and are lanced, much to the dismay of the 
operator. When surgical intervention is neces- 
sary, the gland should best be excised during 
pregnancy or lactation, for if this time is not 
chosen, the surgeon will be surprised to find 
only a small gland about the size of a pea after 
lactation. 

While no doubt abscesses of supernumerary 
vlands do occasionally occur, no mention of 
such cases has been made in the recent litera- 
ture. In the case under discussion, a de nite 
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diagnosis could not be made prior to operation, 
but even though such was the case it would 
have been better to excise the mass rather than 
lance it on account of the possibility of spread- 
ing either infection or malignancy. This case 
indirectly supports the idea of heredity as 
causation, and illustrates the possibility of ab- 
normal fecundity with a tendency to twins. 
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PSYCHOSES IN TWINS.* 
By ALFRED GORDON, M. D., Philadelphia, Penn. 

The resemblance of twins in some cases may 
not be more striking than the resemblance 
which is ordinarily encountered in brothers 
and sisters of the same family. In other cases 
the resemblance may be total and seen not only 
in the physical organization but also from the 
standpoint of intellect, expression, attitude, 
character, behavior, general health, and even 
(liseases which might develop in the course of 
the twins’ lives. We will be concerned here ex- 
clusively with mental affections occurring in 
twins. A review of the literature shows that 
there are cases in which the diseases of one 
commence immediately or soon after the dis- 
ease of the first; cases in which the disease of 
one appears much later than that of the other; 
cases in which one becomes affected after the 
other has totally recovered; cases in which the 
pessibility of an induced or influenced psycho- 
sis or folie a deux could be considered when 
the twins live together. There are also cases 
in which a psychosis develops almost contem- 
poraneously and runs about an identical course 
in character and duration and terminates in a 
similar manner. On the other hand, twins 
after reaching an adult age may become sepa- 
rated, yet develop at different times similar 
affections. The latter two possibilities are pre- 
sented here by two pairs of twins who have 
been observed by the writer during a long 


*Read at the November meeting of the Philadelphia Psy- 
chiatric Society. 
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period of time. Before discussing the patho- 
genesis of the twins’ psychoses, the histories of 
their cases will be reported. 


Case I, Twins R. and M., brothers, twenty- 
one years of age. They come from a family 
in which several members were affected with 
psychic disorders: the father was alcoholic and 
went through several attacks of delirium 
tremens. One uncle had periods of depression. 
The latter’s wife had epileptic seizures. Both 
brothers received an identical education, had 
the same tutors; they were constantly in each 
other’s company and were tenderly fond of 
each other. Their dispositions, however, 
showed a certain difference: R. was very ex- 
citable and irritable. M., on the contrary, had 
a quieter disposition, he could not be easily 
aroused. In spite of their unusual mutual at- 
tachment, they frequently displayed discon- 
tentment with each other’s behavior. R. would 
at times become very moody and then attempt 
to attack M. The latter never resented seriously 
his brother’s attitude; on the contrary, he 
would endeavor to pacify him and at no time 
carried a grudge against him. R. would at- 
tack, assault, use profane language, but when 
M. would meet with an insignificant accident, 
he would become much agitated, could not sleep 
and paid unusual attention to his brother’s wel- 
fare. Both spent considerable time together, 
would go to the same games, confide to each 
other incidents of all sorts which either hap- 
pened to observe. Both showed almost equal 
abilities intellectually, but physically R. was 
the stronger and could manipulate objects 
more skilfully than M. At seventeen both en- 
tered as clerks in a banking house. For two 
years they kept their positions and were con- 
sidered orderly and correct employees. At 
ninteen, R. commenced to show signs of psy- 
chotic disorder. Instead of regular attendance 
at the bank, he would be frequently late, and 
when reproached he would become violently 
angry and attempt to attack. Soon he was 
found to go out at night, return to the house 
and go out again repeatedly. He could not 
sleep, became restless. At other times he would 
remain in his room for many hours and refuse 
food. His room was neglected, as he would not 
allow anyone to keep it clean. He would not 
bathe or change his clothes. For many hours 
and on two occasions he disappeared from home 
and upon returning could not give an account 
of himself. He became disinterested in every 


one about him. He would not speak to M. or to 
his parents. He showed at times frank hos. 
tility towards his brother. The condition re. 
mained unaltered during a period of three 
months. Hypochondrical delusions made their 
appearance. Often he expressed enmity be- 
cause his people “deprived him of his sexual 
organs.” His brother, he said rendered them 
atrophied. On one occasion he seized a knife 
with the object of castrating himself. He 
struggled violently when his parents tric:| to 
prevent him from doing it. He kept on dwell- 
ing considerably on his infirmity. Hallucina- 
tions, chiefly auditory, made their appearance: 
in them his brother figured chiefly: he accused 
him of conspiring with neighbors against him, 
as he “heard his voice frequently over the tele- 
phone speaking on this subject.” Gradually he 
became disoriented in space and time, ceased 
to bring back to memory events of the most 
familiar character even when repeatedly re- 
minded of them. He was unable to give names 
correctly. He imagined that he was living in 
a stable. Often he would make peculiar sounds 
and imitate different animals. Soon a change 
took place. He became extremely helpless. He 
was quiet, allowed everybody to handle him. 
He would not talk voluntarily, but when ques- 
tioned, his replies were incoherent and unin- 
telligible. His attendant found him frequently 
masturbating. 

The psychotic history of M. presents much 
similarity in many respects. During his 
brother’s illness on several occasion he became 
agitated. At times he was unusually depressed. 
Either condition lasted but a few hours. In 
the intervals he showed considerable concern 
about his brother. He offered his services as 
an attendant to him. His insistence was so 


strong that the parents permitted him to take 


care of R. while the nurse was off duty. 
Special attention and emphasis is laid by the 
parents on this fact that after spending two 
hours at his brother’s bedside M. would be in 
bad spirits, namely, very irritable and un- 
approachable and would not partake of the 
next meal. Gradually more profound changes 
took place. Depression, disinterestedness, 
apathy, indolence were the striking features. 
He no more inquired or expressed a wish to see 
his brother. On one occasion his mother fell 
accidently and sprained her ankle which causel 
her considerable pain. M., who formerly was 
very tender towards his parents, no more paid 
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attention to his mother’s suffering. This con- 
dition lasted six weeks when he commenced to 
show some improvement. Soon, however, an- 
other set of symptoms developed. He became 
delusional; he showed continuous fear of being 
attacked. Hearing noises from his brother's 
room, he conceived that the brother was chiefly 
the one who was going to injure him, although 
he also feared his parents. One night he eluded 
his attendant who fell asleep and he was found 
with a knife in his hand at his brother’s door. 
His dislike to his brother became intense. Hal- 
lucinations were present; he was frequently 
seen staring at the ceiling and conversing as if 
someone was replying to him. Soon he re- 
turned to his original condition. He again be- 
came listless and indifferent. He would not 
leave his bed and refused food. He could not 
fully understand when spoken to. Only 
occasionally would he reply to questions, and 
then he did it in an irrelevant manner. 

The condition of the two brothers remained 
unaltered for eight months, when a slight im- 
provement commenced to make its appearance. 
Gradually they began to observe and _ inter- 
pret what was happening around them. The 
progressive improvement was exceedingly slow, 
but when it became quite evident, they were 
sent to a relative in the country. When their 
physical health permitted, they were made to 
do some work on the farm. The present con- 
dition is such that their mental affection can be 
considered only as improved, but by no means 
is there a recovery. They become very easily 
exhausted. R. is at times found agitated and 
M. depressed. Both are seen sometimes with 
a staring expression of the face. Their reason- 
ing is at times paradoxical. Both are yet dis- 
interested in the surroundings, although in a 
different degree. Both respond to stimulation 
equally poorly, although in a different way. 
Their present condition could be considered but 
a remission in the course of dementia praecox 
with which they probably have been afflicted. 

To sum up, we have here an example of an 
identical mental affection in twins, in one of 
which it developed soon after the other’s, ran 
a similar course and ended in a similar manner. 
The character of the disease precludes the pos- 
sibility of an influenced psychosis or folie a 
deux, 

Case II. WL. and H., sisters, came under 
my observation at the age of twenty-five. The 
history obtained from the parents relates that 


up to the age of eighteen, they lived together 
with their parents. During all those years 
they were devoted to each other; they would 
share all amusements and enjoyments. While 
their physical resemblance was striking, never- 
theless they differed somewhat in temperament 
and intelligence. L. was of a serious make-up; 
she associated with children of older age, had 
more poise, liked to discuss more difficult sub- 
jects, read more serious literature and was in- 
clined to view everything from a more serious 
angle than her sister. It was observed that 
at the age of ten and fourteen she had several 
short periods of mental depression. H. had a 
livelier disposition, was rather superficial in 
her judgment, always inclined to take matters 
in a lighter vein than her sister. Any un- 
pleasant incident or an unfortunate occurrence 
was not considered important by her, and she 
would soon forget it, but her sister would in- 
variably dwell on it, worry over it to the point 
of losing sleep for many days. Up to the age 
of eighteen no special incident occurred to dis- 
turb their peaceful life. Their parents were 
indulgent and endeavored to satisfy all their 
wishes. At that age their father met with 
great financial reverses. He lost all he pos- 
sessed. He then had an apoplectic attack and 
died. The mother being unable to support her- 
self and the children, sent L. to a married sis- 
ter and H. to her married brother, The patho- 
logical histories of the twins date from that 
time. 

L. had a difficult life at her aunt’s home. 
She was forced to do heavy work, was fre- 
quently criticized and reproached. On many 
occasions she was neglected for the benefit of 
her two girl cousins. She was often humiliated 
in the presence of strangers. L. worried in- 
tensely over the situation, but was com- 
pelled to remain in that home, her mother 
having died after a surgical operation. She 
developed insomnia. She was heard frequently 
walking in her room. On one occasion when 
her uncle returned home very late in the night 
he found her sitting on the floor in the dining 
room, crying bitterly and saying she wished 
to die. She would spend her days in her 
room, groaning and moaning, complaining 
about an incurable disease, which affected her 
heart and that therefore she could not live. 
She apparently had visual hallucinations, as 
she was seen out-stretching her hands into the 
space and speaking as if in reply to questions. 
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She soon attempted suicide, but unsuccessfully ; 
she cut into her wrist; the blood frightened 
her and she fell on the floor. The noise of the 
fall was heard and she was promptly helped. 
The family objecting to a commitment because 
of a possible stigma on the two daughters, kept 
L. at home and placed her under medical care. 
At the end of the sixth week, L. commenced to 
show signs of improvement. She eventually 
recovered. Her subsequent history during a 
period of two years shows a series of attacks of 
mild depression of about two or three weeks’ 
duration each. 


The subsequent social history of H. was 
fundamentally different. At her uncle’s house 
her life was somewhat more agreeable than her 
sister’s. Being of a happier disposition and 
more adaptable she encountered no special diffi- 
culties. Because of her characteristics she did 
not attach much importance to many unpleas- 
ant moments which she suffered at her aunt’s 
hands. At times she would give some thought 
to the situation, but she mostly succeeded in 
overcoming the disagreeable effect of it. How- 
ever, she felt that she was getting irritable and 
discontented. If occasionally her relatives 
would show her some special attention anid 
favors, for days she was exalted, unusually 
happy, would whistle and sing in her room. 
Soon she made the acquaintance of a young 
man; they became intimate and got married. 
Her married life at first was not a happy one. 
The husband was alcoholic and treated her 
brutally. Being very fond of him she over- 
looked his behavior and continued taking care 
of him, although not infrequently she was 
found in tears. During the fifth month of 
pregnancy the husband observed that she would 
meet him each afternoon upon his return with 
an extraordinary exhibition of delight, not- 
withstanding the fact that she complained of 
his treatment and that to her own acknowl- 
edgment her marriage was a total failure. Soon 
this exaltation extended to longer periods. She 
could not remain at home. She was seen going 
and coming many times during the day. To 
whomever she happened to meet she appeard 
unusually happy, spoke in extravagant terms 
of the purchases she was making, of the per- 
sonal characteristics of her husband, of the un- 
usual friendship of her neighbors, of her per- 
sonal happiness, of her possible future wealth. 
She ate voraciously day and night. She slept 
but three or four hours. This maniacal condi- 
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tion with fluctuations lasted four weeks, after 
which abortion took place. The abortion was 
accompanied by abundant hemorrhage ani fol- 
lowed by prolonged convalescence. While con- 
valescing she became depressed, showed very 
little interest in surroundings, and gave very 
little thought to the interruption of her preg- 
nancy. This depressive phase lasted {liree 
weeks. She was then sent to her husband's 
relatives in the country. After an interval of 
two weeks she again became depressd. At 
that time, after a careless exposure to coli, she 
contracted pneumonia and died. 


To sum up, we are here in the presence of a 
manic-depressive psychosis in twin sisters, 
who beame mentally ill only after they became 
separated and lived a different life. The ques- 
tion of folie a deux can be answered in a nega- 
tive sense in view of the fact that the patients 
lived apart for a considerable time. 

In analyzing the two examples presented 
here, one is bound to be impressed by the fact 
that the members of each group of twins suf- 
fered respectively from a similar affection, and 
the resemblance usually encountered in twins 
was not only of a morphological character but 
also manifested itself in morbid psychological 
states. Otherwise speaking, there was a phy- 
siological and pathological parallelism ex- 
pressed in a high degree. That various mem- 
bers of one family may develop psychotic <is- 
turbances at any time in their lives and each 
of a different character is not surprising be- 
cause of an inherent tendency to mental affec- 
tions. But when the disorder is of an identical 
character in two individuals born at the same 
time and strikingly resembling each other ply- 
sically, in such cases the acceptance of the prin- 
ciple of inheritance in a general way appears 
to be insufficient. A striking example of the 
order related here is described by E. Mickle 
(Jour. of Mental Science, April, 1884, p. 67). 
Melancholia developed in two twin sisters. 
who presented an extraordinary physical and 
moral resemblance. In both the delusion was 
identical and of a religious character, both had 
visual hallucinations of the same character: 
both expressed the same terror which tortured 
them to the same extent, and both used iden- 
tical language in expressing it; both attempted 
suicide in an identical manner. But what is 
interesting from our standpoint is that the 
same mental affection with its special features 
identical in the state of anxiety, in expression 
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and in the degree of suffering, developed in one 
sister at the age of twenty-nine and in the 
other at forty-one. C. Gill (Jour. of Mental 
Science, January, 1883, p. 539) reports the his- 
tory of two twin sisters, twenty years of age, 
who presented the greatest resemblance from 
physical and moral standpoints. They became 
afllicted with the same mental affection and 
almost at the same date. One of the sisters 
had maniacal outbreaks with predominant 
erotic delusions, the other with religious delu- 
sions. In both the psychosis was intermittent. 
The interesting feature about this case is the 
following point: On one occasion one of the 
twins happened to live in Scarborough, the 
other in York. The latter suffered from an 
attack of migraine with gastric disturbances. 
It was found that the other sister had identical 
attacks, being in a town remote from the other 
town where her sister lived. 


These two cases, as well as many others re- 
ported in the literature, also the two groups 
of cases described in the foregoing pages, may 
suggest the idea of so-called twins’ psychoses. 
But if we bear in mind the fact that a great 
variety of mental disorders have been observed 
in twins, such as amentia, depression with per- 
secutory ideas, mania, melancholia, hallucina- 
tory staates, paranoia, dementia praecox, pare- 
sis—all conditions that are observed in others 
than twins—if we also consider the fact that 
the course, duration, termination, and etiologi- 
eal incidents present nothing specific but are 
identical with the same factors in all psychotic 
individuals, one cannot admit the conception 
of a psychosis as specially characteristic of 
twins, notwithstanding the fact that some Ger- 
man authors, under the term Zwillingirresein, 
and some French authors, under the term folie 
gemellaire, admit the existence of such special 
psychosis. What particularly suggested the 
idea of a special twins’ psychoses to those 
writers is the simultaneous occurrence and de- 
velopment of psychotic disturbances in twins 
who live apart so that there could not be a ques- 
tion of induced mental manifestations. In 
spite of the similarity of the clinical pictures 
of a psychosis in twins, one must bear in mind 
the conditions and circumstances in which the 
individuals live and which could commence a 
psychosis in any other individual, provided 
there is a morbid heredity. Similarity in the 
course of a well known mental affection does 
not render it specific. However, the inference 


that can be drawn from an occurrence of the 
same affection in twins living apart is the fol- 
lowing proposition: if the predisposition to 
mental disorders in many instances presup- 
poses a congenital morbid organization of the 
nervous system, the role of heredity finds its 
strongest corroboration in cases of psychoses in 
twins. All such cases point most emphatically 
to the fact that similar physical organizations 
of the nervous system may lead to similar 
pathological disorders. Furthermore, the oc- 
currence of a deep parallelism in morphological 
and pathological elements in twins, in the 
cerebral organization and its physiological 
functioning, speaks strongly in favor of single 
ovum twins, especially when both are of the 
same sex. We are dealing here either with an 
intrinsically abnormal ovum or with a normal 
ovum fertilized by an abnormal spermatozoon 
by division. Conceived by absolutely identical 
elements and in absolutely identical conditions, 
undergoing absolutely identical influences dur- 
ing the entire period of gestation, twins are one 
degree more closely related, so to speak, to 
each other than brothers and sisters. There is 
undoubtedly a greater physical and intellectual 
affinity than in other members of the same 
family, which surpasses the ordinary limits of 
consanguinity. The entire problem here is one 
of heredity and that psychic disorders in twins 
is but the most striking and most illustrative 
evidence of the existence of this great force 
which controls all organized beings. In the 
case of twins who show developmental disor- 
ders, we are dealing, of course, with a morbid 
hereditary force. It seems that at least in a 
certain group of cases the fact of double con- 
ception is an inferior mode of procreation de- 
termined by the usual factors of degeneracy. 
Some obstetricians are quite firm on this sub- 
ject. Bar considers it as a paternal or maternal 
morbid strain in animals as well as in man. 
It is frequent in syphilis, and in a large per- 
centage of twins who died, luetic livers were 
found. Keim emphasizes hereditary tubercu- 
losis as an etiological factor. Porak and Schatz 
believe that double gestation could be con- 
sidered as parallel with a double monstrosity. 
Fournier was of the same opinion. As a 
syphilologist, he had great opportunities to ob- 
serve and record double births in hereditary 
syphilis. Hutchinson held the same view. 
(Bull. de Academie de Medicine, 22-30, Octo- 
ber, 1900). 
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To sum up, we may say psychoses in twins 
develop frequently on the basis of degenera- 
tive etiological factors, and the similarity or 
identity of the mental disorder ‘finds its raison 
d'etre in a consanguinity which surpasses the 
ordinary limits. 

1812 Spruce Street. 


Correspondence 


Chiropractic and Poropathy. 
To THe Eprror: 

In the last session of the Legislature a bill 
was introduced looking to the licensing of 
chiropractors. Though it failed of passage, it 
had very considerable support. Senate Bill 
No. 55, which passed in the session of 1918, 
gave to Arthur de Collard a right to practice 
“poropathy” without any examination or in- 
auiry into his scientific attainments by the 
State Board of Medical Examiners. This bill 
was earnestly opposed by representatives of 
the regular medical profession, but without 
effect. de Collard claimed to be a Corsican 
and a cousin of Napoleon, Undoubtedly he is 
foreign. He said that he graduated at several 
European universities but that all of his diplo- 
mas have been burned! He would not answer 
the simplest question on the elements of medi- 
cine and surgery, as he said the doctors were 
jealous of him. His attitude could be readily 
and justly estimated by any man of common 
sense, and yet a foreigner of this type was 
taken up and special measures exempting him 
from the State Board of Medical Examiners 
passed the Legislature by an overwhelming 
majority. I understand that several “poro- 
pathists” who have taken the course under de 
Collard now desire to be licensed to practice 
medicine in Virginia. 

There are approximately 2,500 members of 
the regular medical profession in Virginia. 
There are probably not 300 irregular practi- 
tioners, including all of the cults. Yet when 
a bill to license de Collard to establish a school 
of “poropathy” was introduced it passed over- 
whelmingly. The bill to license chiropractors 
enly failed by a small margin. Does it not 
seem absurd for the medical profession in Vir- 
ginia, to whom the people have a right to look 
for the protection of their health, to be content 
with this state of affairs? 

In view of the probable introduction of a 
bill for chiropractors at the next Legislature, 
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and of the presence of men who have been 
trained under de Collard and who desire 
license to practice “poropathy,” it may be of 
interest to reproduce the bill by which de (ol- 
lard was permitted to establish his “schoo!.” 
Ii it were not for the seriousness of this 
piece of legislation in lowering the scientific 
standards of the practice of medicine in the 
State of Virginia and thereby jeopardizing the 
health of the people, the whole affair would 
appear ridiculous. 

The bill and the record of its passage follow: 

Senate Brix No, 55. 
Patron, Mr. Wendenberg, by request. 

“A Bill to define and regulate the prac- 
tice of Poropathy and Manipulative 
Surgery, to provide license of practi- 
tioners thereof, and to provide for a 
penalty for the violation of this Act, 
and for other purposes. 

“1. Be it enacted by the General Assembly 
of Virginia: That the system and practice of 
Poropathy and Manipulative Surgery is here- 
by defined to be a new branch of therapeutics 
and is the use and employment of medical 
manipulation and absorption through the 
pores of the skin and the mucous membrane 
without medicine taken through the stomach 
or the use of the knife, and the use and em- 
plovment of healing and curative agencies and 
lotions, applied directly to the diseased organs 
and to the nerves controlling these organs. 
through the pores of the skin and mucous mem- 
brane, which are opened by medical manipu- 
lation, and which immediately reach the dis- 
ease or ailment through the eliminating organs 
of the human body, and by this process, heal 
and cure the following diseases and ailments: 
Neurasthenia or nervous prostration, internal 
cancers, stomach or otherwise, tumors, internal 
and otherwise, kidneys, liver, uterus, ovaries 
and all obscure ailments, adipose tissue, rheu- 
matism, locomotor ataxia, cerebrospinal men- 
ingitis, St. Vitus dance, epilepsy, paralysis. 
tuberculosis of the joints, heart trouble. fatty 
degeneration, and valvular weakness; and also 
adjust, heal and cure broken bones, sprains, 
dislocations, displacements of muscles and 
joints, slipping of cartilages of knees or other 
joints, spinal injuries, breakages or displace- 
ments of small bones of legs and feet, and sup- 
plementary system and science of Physical 
Culture, by which every muscle of the human 
body is reached, developed and strengthened 
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without the aid of any apparatus; which treat- 
ment and Medical Manipulation consist of 
Poropathy, Manipulative Surgery, Massage, 
Physical Culture, Dieting, Herb-lotions and 
Salves, also including the treatment and cure 
of diseases or ailments through the pores of 
the skin and the mucous membrane of the 
human body as above mentioned and specified. 

~2. That any person who shall apply to, and 
present and submit to’a commissioner of the 
revenue in any City or County of this State, 
who is authorized to issue licenses, a certificate 
in writing, sustained by affidavit or affidavits 
showing that he is of good character and that 
he is versed in the practice of Poropathy and 
Manipulative Surgery, shall receive from the 
said officer a license issued by him, which shall 
entitle the holder thereof to practice Poropathy 
and Manipulative Surgery, and as above de- 
fined, in this State for a period of twelve (12) 
months from the date of such a license, for 
which the holder thereof shall pay to the treas- 
urer of said City or County, a license-tax of 
ten dollars ($10.00) per annum. 

“3. That any violation of the provision of 
this act shall be a misdemeanor, and shall be 
punished by a fine, not less than fifty dollars 
(350.00) nor more than one hundred dollars 
(3100.00) or by imprisonment of not less than 
thirty (30) days, nor more than six (6) months 
in jail, or by both fine and imprisonment. 

“4. That nothing in this act shall be con- 
strued to apply to duly authorized physicians, 
to persons authorized to practice Optometry, 
Osteopathy, or Chiropractic, under the laws 
of the State of Virginia, nor any other prac- 
titioner of any medical science, permitted and 
licensed under the laws of the State of Vir- 
ginia, 

“5. In order that this act may be given effect 
as soon as practicable, an emergency is declared 
to exist, and this act shall be in force from its 
passage.” 

The Journal of the Senate, March 2, 1918, 
shows that the foregoing bill came up upon its 
second reading on that date with the Commit- 
tee Substitute and Amendments to Substitute. 
The Committee Substitute was as follows: 


“An Act for the relief of Arthur de Collard © 


and to authorize him to practice Poropathy, 
Massage and Manipulative Surgery in the 
State of Virginia. 

“Whereas, Arthur de Collard has been en- 
gaged in the practice of Poropathy and Manip- 


ulative Surgery in the State of Virginia for 
three years or more; and 

“Whereas, it appears that a large number 
of respectable citizens of this State have been 
treated by the said Arthur de Collard and 
greatly benefited thereby and desire that the 
said Arthur de Collard be allowed to continue 
the practice of Poropathy and Manipulative 
Surgery in the State of Virginia. 

“1. Therefore be it enacted by the General 
Assembly of Virginia, that Arthur de Collard 
be, and he is hereby, authorized to practice 
Poropathy, Massage and Manipulative Sur- 
gery in the State of Virginia. 

“2. In order that this act may be given 
effect as soon as practicable, an emergency is 
declared to exist, and this act shall be in force 
from its passage.” 

The Committee Amendment to the substi- 
tute, proposed by Senator Conrad, was as fol- 
lows: 

“Committee Amendment to Substitute for 
Senate Bill No, 55. 

“Sec. 1, line 3, at end of line strike out a 
‘period’ and insert a ‘comma’ and add the fol- 
lowing: ‘Provided that the said de Collard 
shall first apply for and successfully stand an 
examination on anatomy and Materia Medica 
before the State Board of Medical Examin- 
ers.’ ” 

Dr. Gravatt proposed an amendment to the 
Committee Amendment next quoted above, as 
follows: 

“After the words ‘Materia Medica,’ insert 
‘therapeutics, diagnosis, pathology.’ ” 

Dr. Gravatt’s amendment was rejected. Mr. 
Trinkle offered the following amendments: 

“Striking out all of the language of Sec. 1 
following the word ‘lotions’ in line 8. 

“9, In Sec. 2, strike out the words ‘for 
which the holder thereof shall pay to the treas- 
urer of said city or said county a license-tax 
of Ten Dollars ($10.00) per annum.’ ” 

These amendments were agreed to. 

Senator Strode offered an amendment as fol- 
lows: 

“After the word ‘license’ in Sec. 2, line 10, 
insert ‘provided that no person licensed under 
this act shall use or advertise himself as hav- 
ing the title of Doctor.’ ” 

This amendment was also agreed to. The 
Committee Amendment to the Substitute was 
rejected and the Committee Substitute was re- 
jected. Whereupon Mr. Trinkle moved to 
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dispense with the reading of the bill as re- 
quired by Sec. 60 of the Constitution, which 
was agreed to, Ayes 18; Noes 4, Mr, Trinkle 
voting in the affirmative. 

The original bill carried an emergency 
clause, which required a four-fifths vote for 
its passage. The question then recurring on 
the passage of the bill, the bill was rejected 
for failure to receive the four-fifths vote re- 
quired, Ayes 17, Noes 7, Mr. Trinkle voting 
in the affirmative, Dr. Gravatt and Dr, Hen- 
ning being recorded in the negative. 

Mr. Mapp moved to reconsider the vote by 
which the bill was rejected, which was agreed 
to. Mr. Trinkle then offered an amendment 
striking out the emergency clause, Section 5 
of the bill, which was agreed to. The effect 
of this amendment was to require only a major- 
ity vote for the passage instead of the con- 
stitutional four-fifths. The bill was then 
passed. Ayes 16, Noes 6, Mr, Trinkle being 
recorded in the affirmative, Doctors Gravatt 
and Henning in the negative. 

Mr. Trinkle moved to reconsider the vote 
by which the bill was passed, which was re- 
jected. Journal of the Senate, 1918, p. 565. 


Surely a perusal of this bill and the proceed- 
ings of the Senate should furnish all the stim- 
ulus that any doctor in Virginia would need 
to see that the members of the legislature and 
the candidates for governor have a clean record 
and a platform that upholds the standards of 
scientific medicine and surgery, and at least 
affords the same protection for the health of 
the people of Virginia that is given to cattle 
and hogs. 

J. Horsey. 

Richmond, Va. 


New and Approved Methed of Vaccination. 
To tue Eprror: 

We recommend the following method of vac- 
cination as being the simplest and safest. This 
is based upon investigations by the United 
States Public Health Service. 

The best site is the outer side of the arm 
about one-half way from the elbow to the 
shoulder. The skin should be washed in alco- 
hol, ether or soap and water and wiped dry 
or allowed to dry. A drop of virus should be 
placed on the site chosen. The arm is held 
horizontal with the skin made taut by the left 
hand, and a sterile needle is held in the right 


hand with the forefinger and the middle finver 
above the needle, the thumb below the needle 
pointing to the operator’s left. The side of 
the needle point is then rapidly but firnily 
pressed into the drop twenty to thirty times, 
all within an area of one-eighth inch, the 
needle being raised clear of the skin after each 
pressure. The needle should be held parattel 
to the skin, and the motion should be perpen- 
dicular to the skin and the needle, not in the 
direction of the needle. In this way, if the 
skin has been held taut, the elasticity of the 
skin will pull a fraction of an inch of the 
scarf-skin over the point of the needle at each 
pressure, so that the virus is carried into the 
layers of cells where multiplication takes place 
most easily. No signs of bleeding will occur 
and all evidence will fade out in twelve hours. 
Immediately after the pressures have been 
made, the remaining virus is wiped off the 
skin with a sterile gauze and the sleeve pulled 
down. 

It is best to apply no dressing but to keep 
the site clean and dry. Vaccination shields 
are dangerous, Felt bunion pads are very dan- 
gerous. Large areas of vaccination are also 
dangerous. If the vaccination takes, great care 
should be used to keep it dry. Avoid getting 
it wet when bathing. 

The above method is found by experience to 
be more efficient than scratching and there is 
less danger of infection. 

Ennion G. Wuiiats, 
State TTealth Commissioner. 
Richmond, Va, 


The above is copy of a circular letter re- 
cently sent by the State Board of Health to 
all the doctors in Virginia. We publish it be- 
cause of its great interest at this time. 


Do Your Part in Times of Peace as Well as 

War. 

To THe Members or THE MEpIcAL Soctery or 

Virarnta: 

In a recent communication from the Sur- 
geon-General of the Army, attention is called 
to the necessity for obtaining the co-operation 
of the medical profession of Virginia in the 
physical examination of candidates for the 
C. M. T. camps which will be held during the 
coming Summer. 

It is essential that all the young men 
admitted to these camps be physically fit and 
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whether they are or not can be determined only 
by a physical examination which is performed 
before they leave home, preferably by their 
own physicians. It is also important that all 
candidates for training be immunized to 
typhoid and paratyphoid fevers and small-pox 
in order to obviate all danger of epidemics in 
the camp and to afford protection against these 
diseases in the event of a national emergency. 
It is desirable, and indeed necessary, that can- 
didates for enrollment be examined and im- 
munized without cost to the applicant. <Ar- 
rangements have been made whereby this may 
be done at any Army, Navy or Public Health 
Service Station where medical officers are on 
duty, but it is impracticable to reach all appli- 
cants through these agencies. 

I am sure that it will be the patriotic duty 
of all the members of the Medical Society of 
Virginia to assist in the operation of the 
C. M. T. camps during peace, as part of their 
share in the defense of our country, by physi- 
cally examining and immunizing, without 
charge, such candidates for training, living in 
their communities, as may apply to them, For 
this reason I am writing to ask that each mem- 
ber of the State Society will co-operate with 
the Federal Government in this matter in so 
far as may be consistent with his other activi- 
ties. 

May 3, 1925. 

Hunver H. McGuire, 
President. 


Analyses, Selections, Etc. 


The Transplantation of Distant Skin Flaps 
for the Cure of Intractable Basal Cell Car- 
cinoma. 

In a paper on the above subject read before 
the American Surgical Association, Washing- 
ton, D. C., May 5, 1925, by J. Shelton Horsley, 
M. D., Richmond, Va., the author discussed the 
pathology of basal cell cancer. There is 
marked variation in the morphology and struc- 
ture of certain types of basal cell cancer, from 
the common small spindle or filament-like cells 
in closely packed masses to columnar cells ar- 
ranged as acini, It is suggested that the cause 
of this variation is that basal cell cancer, being 
derived from the deep layers of the epidermis, 
is more closely akin to the hair follicles and 
sweat and sebaceous glands, which also arise 


from the deep layers of the epidermis, than 
spinous cell cancer which begins in the super- 
ficial layers. Therefore, reversion to gland 
structure would be more likely to occur in basal 
cell cancer than in spinous cell cancer. 

The rarity of metastases of basal cell cancer 
is noted. Spinous cell cancer, especially in the 
more malignant forms, metastasizes readily in 
the lymph nodes, but basal cell cancer seems 
to require for its progress a breaking down of 
the resistance of the adjacent normal tissue, 
probably by some substances elaborated during 
its growth, As basal cell cancer occupies areas 
that are frequently attacked by spinous cell 
cancer, the cells of a basal cell tumor doubtless 
have access to the same lymphatics and blood 
vessels as would the cells of a spinous cell 
tumor. It is reasonable to assume that these 
basal cells are transported, but they do not sur- 
vive because the resistance in the distant tissue 
inhibits their growth, It seems logical, then, 
to transplant distant tissue to cover the raw 
surface left by excision of an intractable basal 
cell cancer with the expectation that such a 
flap will tend to prevent recurrence. 

Ten cases of intractable basal cell cancer, 
treated according to the principle of trans- 
planting distant flaps over the area left after 
the cancer had been excised, are reported, There 
was recurrence in five of these ten cases, but in 
no instance was the recurrence in, or in im- 
mediate proximity to, the transplanted distant 
flap. In all of the recurrent cases the cancer 
was excised and there has been no further re- 
currence in three cases, while in two where it 
was difficult to adjust the transplanted flap to 
the wound the cancer continued, On the con- 
trary, in a patient in whom a distant flap was 
transplanted in order to cover the raw surface 
after excision of an extensive spinous cell can- 
cer a recurrence appeared under the flap and 
quickly invaded the flap. In most basal cell 
cancers in early stages simple methods of ex- 
cision with a knife, cautery or paste, or treat- 
ment by roentgen-ray or radium, are usually 
effective, but in a few instances these measures 
do not avail. It is in these intractable cases 
that a thorough excision, preferably with the 
electric cautery, and transplantation of a flap 
from a distance afford an opportunity for cure 
after other methods have failed. The principle 
of the operation is based upon the peculiar 


pathology of basal cell cancer in that it does . 


not metastasize. 
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Yeast in the Treatment of Pellagra and Black 

Tongue. 

Joseph Goldberger, G. A. Wheeler, W. F. 
Tanner, Surgeons, U. S. Public Health Serv- 
ice, in Public Health Reports of May 8, 1925, 
tell of a recent communication in which there 
were reported the results of a study of the 
action of dried brewers’ yeast as a therapeutic 
and preventive agent in pellagra. Evidence 
was submitted that was interpreted as indicat- 
ing conclusively that this yeast supplied an 
essential or the essential preventive factor or 
factors. Although both therapeutic and pre- 
ventive tests were made, emphasis was placed 
on the preventive action, since the preventive 
test was considered much more significant of 
the value of the preparation. 

As was stated in that communication, 26 
patients in all were taken under treatment be- 
tween May 26, 1923, and May 10, 1924. A 
number of additional cases have been treated 
since that time. The majority have been mild 
recurrent attacks. With one exception, all 
made prompt recoveries from the immediate 
attack. The exception was a case in a recently 
admitted patient with symptoms of central 
neuritis who died within 72 hours after com- 
ing under observation and beginning treat- 
ment. 

Since the publication of the above-mentione:| 
report, the writers have had inquiries relative 
to certain details of the treatment with yeast 
which, so far as possible, they answer in the 
following way: 

Our work with yeast has been done almost 
altogether with a commercial preparation of 
dried brewers’ yeast. It is not improbable that 
pure dried bakers’ yeast will:prove to be ap- 
proximately equally efficient. 

At the outset of the study the therapeutic 
dose was arbitrarily fixed at 1 gram per kilo 
of body weight for patients with marked active 
symptoms. As our experience has grown, we 
have come increasingly to believe that a con- 
siderably smaller dose will suffice, particularly 
when combined (and so far as possible it should 
be) with the now well-known dietary treat- 
ment. In the cases more recently treated the 
daily dose has been between 15 and 30 grams 
(one-half to 1 ounce) or, roughly, 2 level tea- 
spoonfuls three to six times a day. 

We were led to test the action of yeast in 
pellagra by reason of some very favorable in- 
dications afforded ‘by tests of this preparation 
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in experimental black tongue in dogs. We 
would now state that in the treatment of this 
experimentally induced disease a dose of |5 to 
30 grams (one-half to 1 ounce), depending on 
the weight of the animal, has been found very 
efficient in cutting short an attack. However, 
the treatment must be begun relatively early; 
if delayed until after the dog’s temperature 
has risen to 40° C, (104° F.), the outlook is 
much less favorable. We would recomimend 
this treatment to veterinarians for trial in the 
spontaneous disease, 

The dry powdered yeast (well dried) keeps 
well and retains much if not all of its pellagra- 
preventive and therapeutic activity for some 
weeks at least. It may be administered in a 
variety of ways. In pellagra we have, for the 
most part, given it in ordinary table sirup; 
less frequently in canned tomato juice, and in 
milk. In black tongue we have given the yeast 
in gelatin capsules (veterinary No. 13). It 
may be stirred into the food as soon as the 
animal begins to eat. 

The beneficial effects of the yeast treatment 
have repeatedly been recognized by us as carly 
as the end of the second or third day after the 
treatment was begun in both the human and 
the canine disease. 

In closing this note it may be well to em- 
phasize that in all but the severe cases of 
pellagra careful feeding is all that is needed. 
In our judgment, it is only in cases of more 
than average severity, or where such foods as 
fresh milk and fresh meat can not be procured, 
that yeast may serve a valuable purpose and 
may help to save life. | 


Proceedings of Societies 


The Piedmont Medical Society 

Held its semi-annual meeting at Charlottes- 
ville, May 30, Dr. J. F. Thaxton, of Tye River. 
presiding. Announcement was made of the 
death, since last meeting, of Dr. J. F. Williams, 
of Charlottesville, the first vice-president. 
Papers were read by Drs. E. L. Sutherland and 
F. D. Woodward, of Charlottesville. Dr. I. A. 
Bigger, of University, was elected delegate to 
the Richmond meeting of the State Society. 
Dr. F. D. Woodward, Charlottesville. was 
elected a member of the Society and the follow- 
ing officers were elected for the ensuing year: 
Dr. W. C. Mason, Gordonsville, president; 
Dr. F. C. McCue, Charlottesville, first vice- 
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president; Dr. T. E. Patteson, Ransons, second 
vice-president; and Dr. Lewis Holladay, 
Orange, was re-elected secretary-treasurer. 


The Medical Society of Virginia, Maryland 
and the District of Columbia 

Held its regular semi-annual meeting at 
Warrenton, Va., May 20, with an attendance 
of about sixty doctors. Dr. George T. Klip- 
stein, of Alexandria, presided, The meetings 
were held at the Warrenton Country Club and 
between sessions the members and visitors were 
tendered luncheon by the local Chamber of 
Commerce, Papers were read by Drs, Thos. 
M. Foley, Wm. B. Marbury, C. Augustus Simp- 
son, J. Lawn Thompson, and W. Calhoun 
Stirling, all of Washington, D. C.  Resolu- 
tions were read on the death of Dr. Howard 
Fletcher, of Warrenton, late president of the 
Society. At the close of the meeting, the phy- 
sicians visited the Fauquier County Hospital, 
recently opened in Warrenton, and expressed 
themselves as much pleased with the place. 

It was decided to hold the next meeting in 
Washington, D. C., in November, and the fol- 
lowing officers were elected: President, Dr. 
J. W. Bird, Sandy Spring, Md.; vice-presi- 
dents, Drs, G. Bache Gill, Washington, D. C., 
and J. E. Knight, Bristersburg, Va.; record- 
ing secretary, Dr. Wm. T. Davis; correspond- 
ing secretary, Dr. Joseph D. Rogers; and treas- 
urer, Dr. Robt, Scott Lamb. The last three 
are of Washington, D. C., and were all re- 
elected. 


The Virginia Society of Oto-Laryrgology 

and Ophthalmology 

Held its sixth annual meeting in Winchester, 
Va., May 7, Dr. James Morrison, of Lynch- 
burg, presiding. The invited guests, Drs. 
James Babbitt and William Zentmayer, of 
Philadelphia, Dr. Harry Gradle, of Chicago, 
and several members gave exceedingly interest- 
ing papers. The members and visitors were 
entertained at a luncheon at the home of Dr. 
Hunter McGuire, a charter member and ex- 
president of the Society. Dr. H. S. Hedges, 
Charlottesville, was elected president; Dr. 
Clifton M. Miller, Richmond, vice-president, 
and Dr. E. U. Wallerstein, Richmond, was re- 
elected secretary-treasurer, It was decided to 
hold the 1926 meeting in Petersburg. 


The Walter Reed Medical Society 
Held its regular meeting on May 27 and 
28 at the Eastern State Hospital, Williams- 


VIRGINIA MEDICAL MONTHLY. 191 


burg, Va., under the presidency of Dr. George 
W. Brown, of that place. A number of in- 
teresting papers were read and the meeting was 
a pronounced success, The time and place 
of the next meeting are to be decided later by 
the Executive Council, The following officers 
were elected: President, Dr. R. R. Hoskins, 
Mathews: vice-presidents, Drs. J. M. Hender- 
son, Williamsburg; S. G. Cooke, Yorktown; 
M. W. Crafford, Lee Hall; D. J. King, Wil- 
liamsburg, and J C. Cutler, Newport News. 
Drs, L. E, Stubbs and J. E. Marable, both of 
Newport News, were re-elected secretary and 
treasurer, respectively, 


The South Piedmont Medical Society 


Held its semi-annual meeting at South Bos- 
ton, Va., April 21. Supper was tendered the 
members between the afternoon and evening 
sessions. A number of interesting papers were 
presented in addition to those in the sym- 
posium on Puerperal Infections, Dr, Ray A. 
Moore, of Phenix, presided. This was the 
meeting for the election of officers and Dr. 
J. D. Hagood, Scottsburg, was elected presi- 
dent, and Dr. George A. Stover, South Boston, 
was re-elected secretary-treasurer, Vice-presi- 
dents elected are: Drs. Sam Wilson, Lynch- 
burg; C. D. Bennett, Chatham; H. T. Hawkins, 
Clover, and J. B. Bailey, Keysville. The next 
meeting will be held in Lynchburg, Va., on 
November 17, 1925. 


The Hanover County Medical Society 

Neld its regular meeting in Ashland, in May, 
Dr. T. J. Stanley, of Beaver Dam, presiding, 
Dr. J. A. Wright, of Doswell, is secretary- 
treasurer, An interesting paper was read by 
Dr, A. B. Gravatt, of Ellerson, and resolutions 
were passed on the death of Dr. Charles James 
Terrell, By invitation, the councilor of the 
Third Congressional District, Dr. A. L. Gray, 
of Richmond, was present, and gave a talk on 
matters pertaining to our State organization. 


The Patrick-Henry Medical Society. 

At the meeting of this Society in Martins- 
ville, Va., May 7, Dr. S. S. Gale, of Roanoke, 
presented a paper on “Some Fractures,” which 
was illustrated by lantern slides, Dr. J. T. 
McKinney, also of Roanoke, assisted Dr. Gale 
in showing the lantern slides. Dr, Samuel 
Newman, of Danville, reported a case on 
“Celiac’s Disease.” Dr. George T. Divers, of 
Stuart, is president of this Society and Dr. 
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G. B. Dudley, Jr., Martinsville, secretary- 
treasurer 


The Augusta County Medical Association 
Held its regular quarterly meeting in Staun- 
ton, May 6, Dr. David T. Gochenour, of Stuarts 
Draft, presiding, and Dr. H. G. Middlekauff, 
of Weyers Cave, at secretary’s desk, An in- 
teresting symposium on eugenics was presented. 
Arrangements have been made to publish these 
papers in an early issue of the Monrury. 


The Truth About Medicine 


In addition to the articles enumerated in our letter 
of March 28, 1925, the following have been accepted: 
Cook Laboratories 
Streptococcus Vaccine X Plain 
Acne Vaccine (Cook) Combination X 
Typhoid Vaccine X Plain 
Typhoid Vaccine XX Combined 
Whooping Cough Vaccine (Cook) X Plain 
Staphylococcus Vaccine Combined 
Cutter Laboratories 
Rabies Vaccine (Semple)—Cutter 
Eastman Kodak Company 
Resorcinol Monoacetate 
Hille I aboratories 
Lunosol 
Lunosol Capsules, 6 grains 
Hynson, Westcott and Dunning 
Brom-sulphalein-H. W. D. 
Solution Brom-sulphalein-H. W. D. 
Eli Lilly and Co. 


Searlet Fever Streptococcus Antitoxin (Uncon- 
centrated) 

Scarlet Fever Streptococcus Antitoxin (Concen- 
trated) 


H. K. Mulford Co. 

Ash Tree Pollen Extract—Mulford; Bermuda 
Grass Pollen Extract—Mulford; Box Elder Pol- 
len Extract—Mulford; Canary Grass Pollen 
Extract—Mulford; Cocklebur Pollen Extract— 
Mulford; Corn Pollen Extract—Mulford; Cct- 
tonwood Tree Pollen Extract—Mulford; Daisy 
Pollen Extract—Mulford; Dandelion Pollen 
Extract—Mulford; Dock Pollen Extract—Mul- 
ford; False Ragweed Pollen Extract—Mulford; 
Goldenrod Pollen Extract—Mulford; Johnson 
Grass Pollen Extract—Mulford; June Grass 
Pollen Extract—Mulford; Lamb’s Quarters Pol- 
len Extract—Mulford; Maple Pollen Extract— 
Mulford; Marsh Elder Pollen Extract—Mul- 
ford; Mountain Cedar Pollen Extract—Mul- 
ford; Mugwort Pollen Extract—Mulford; Oak 
Tree Pollen Extract—Mulford: Orchard Grass 
Pollen Extract—Mulford; Perennial Rye Grass 
Pollen Extract—Mulford; Plantain Pollen Ex- 
tract—Mulford; Redroot Pigweed Pollen Ex- 
tract—Mulford; Redtop Pollen Extract—Mul- 
ford; Russian Thistle Pollen Extract—Mulford:; 
Rye Pollen Extract—Mulford; Sagebrush Pol- 
len Extract—Mulford; Sugar Beet Pollen Ex- 
tract—Mulford; Sunflower Pollen Extract— 
Mulford; Sweet Vernal Grass Pol'ten Extract— 
Mulford; Walnut Tree Pollen Extract—Mul- 
ford; Western Ragweed Pollen Extract—Mul- 
ford; Wormwood Pollen Extract—Mulford. 

Sharp and Dohme 
Caprokol (Hexylresorcinol-S. and D.) 
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Frederick Stearns and Ca. 
Insulin—Stearns Single Strength 
Insulin—Stearns Double Strength 
Insulin—Stearns Quadruple Strength 

E. R. Squibb and Sons 
Lentil-Allergen—Squibb 

United States Standar. Products Co. 
Scarlet Fever Streptococcus Antitoxin—U. s. s. 

P. 


New and Non-Official Remedies 

Butesin Picrate Dusting Powder.—It is composed 
of butesin picrate (Jour. A. M. A., March 15, 1924, p. 
876), 5 per cent and sodium stearate 95 per cent. 
Abbott Laboratories, Chicago. 

Iron Citrate Green—P. D. and Co.—A _ complex 
ferric ammonium citrate, containing ferric citrate 
equivalent to 16 per cent of iron and ammonium ¢t- 
rate equivalent to 8.1 pe’ cent of ammonia. Fora 
discussion of the actions and uses of iron prepara- 
tions, see New and Nonoffic'al Remedies, 1924, p. 
165. Iron citrate green—P. D. and Co., is intended 
for intramuscular and hypodermic administration, 
Iron citrate green—P. D. and Co. is supplied i: the 
form of ampules containing respectively 1-4 grain, 34 
grain and 1 1-2 grain of the iron citrate green—P. D. 
and Co. Parke, Davis and Co., Detroit. (Jour. A. 
M. A., Apr. 4, 1925, p. 1045). 

Timothy Pollen Extract—Swan-Myers.—A liquid 
obtained by extracting the dried pollen of timothy 
with a liquid consisting of 67 per cent glycerin and 
33 per cent saturated solution of sodium chloride. 
For the actions and uses cf allergic protein prepara- 
tions, see New and Nonofficial Remedies, 1924, p. 
244, The preparation is marketed in the followirg 
forms: Series I, five vials containing doses Nos. 
1 to 5 inclusive. Series II, five vials containing 
doses Nos. 6 to 10 inclusive. Series III, five vials 
containing doses Nos. 11 to 15 inclusive. Complete 
Series, packages containine the fifteen consecutive 
doses. Swan-Myers Co., Indianapolis. 

Allergens—Squibb.—In addition to the allergens— 
Squibb previously accepte1 (New and Nonofficial 
Remedies, 1924, p. 247), the following have been 
accepted: Bacillus Acne Allergen—Squibb; Bacillus 
Friedlander Allergen—Squibb: Bean (Kidney) <ller- 
gen—Squibb; Cauliflower Allergen—Squibb; Daisy 
Pollen Allergen—Squibb; Frog Legs Allergen— 
Squibb; Lentil Allergen—Squibb. E. R. Squibb and 
Sons, New York. 

Group Allergens Diagnostic—Squibb.—In addition 
to the group allergens diagnostic—Squibb previously 
accepted (New and Nonofficial Remedies, 1924, p. 
258), the following hove been accepted: Groun 
Allergens—Squibb Type V (Kidney Bean, Lentil, 
Lima Bean, Navy Bean, Pea); Group Allergens— 
Squibb Type XIII (Frog Legs, Lamb, Rabbit, Sweet- 
bread, Veal); Group Allergens—Squibb Type XXIV 
(Corn, Goldenrod, Ragweed. Rye); Group Allergens— 
Squibb Tyne XXV (Bacillus Acne, Bacillus Coli, 
Bacillus Diphtheroid, Bacillus Influenza, Bacillus 
Pertussis, Bacillus Typhosus, Gonococcus. E. R. 
Squibb and Sons, New York. 

Parathyroid Gland Desiccated—P. D and Co.—The 
exterior parathyroids of the ox freed from fat. desic- 
cated and powdered. For a discussion of the actions 
and uses of desiccated parathyroid gland, see New 
and Nonofficial Remedies, 1924, p. 224. The product 
is supplied in the form of tablets containing 1-10 
grain. Parke, Davis and Co., Detroit. 


lletin (Insulin—Lilly) U-80, 10 ¢e.c.—Each e.c. con- 
tains 80 units of Iletin (Insulin—Lilly) (New and 
Nonofficial Remedies, 1924, p. 152). 
Co., Indianapolis. 
1119). 

Protein Extracts Diagnostic—P. D. and Co.—In 


Eli Lilly and 
(Jour. A. M. A., Apr. 11, 1925, p. 
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addition to those protein extracts diagnostic—P. D. 
and Co. previously accepted (New and Nonoflficial 
Remedies, 1924, p. 255) the following have been 
accepted: Apricot Protein Extraci Diagnostic—P. D. 
and Co.; Cauliflower Protein Extract Diagnostic— 
p. D. and Co.; Daisy (Ox-Eye) Pollen Protein Ex- 
tract Diagnostic—P. D. and Co.; Daisy (Yellow) 
Pollen Protein Extract Diagnostic—P. D. and Co.; 
Friedlander Bacillus Protein Diagnostic—P. D. and 
Co.; Lentil Protein Extract Diagnostic—P. D. and 
Co.; Micrococcus Tetragenus Protein Extract Diag- 
nostic—P. D. and Co.; Oak Pollen Protein Extract 
Diagnostic—P. D. and Co.; Paratyphoid Bacillus A 
Protein Extract Diagnostic—P. D. and Co.; Para- 
typhoid Bacillus B Protein Extract Diagnostic—P. D. 
and Co.; Pine Pollen Protein Extract Diagnostic— 
P. D. and Co.; Streptococcus (Hemolytic) Protein 
Extract Diagnostic—P. D. and Co.; Streptococcus 
(Non-Hemolytic) Protein Extract Diagnostic—P. D. 
and Co. Parke, Davis and Co., Detroit. 

Group Protein Extracts Diagnostic—P. D. and 
Co.—In addition to the group protein extracts diag- 
nostic—P. D. and Co. (New and Nonofficial Reme- 
dies, 1924, p. 259) the following have been accepted: 
Protein Extracts Diagnostic—P. D. and Co. Group 
8, Bean (Lima), Bean (Navy), Bean (String), Pea, 
(Lentil); Protein Extracts Diagnostic—P. D. and Co. 
Group 10 (Cabbage, Caulifiower, Lettuce. Parsnip, 
Spinach); Protein Extracts Diagnostic—P. D. and Co. 
Group 20 (Colon Bacillus, Gonococcus, Staphylococcus 
Albus, Staphylococcus Aureus, Staphylococcus Ci- 
treus); Protein Extracts Diagnostic—P. D. and Co. 
Group 21 (Friedlander Bacillus Micrococcus Catarrh- 
alis, Micrococcus Tetragenus, Pseudodiphtheria Bac- 
illus); Protein Extracts Diazgnostic—P " and Co. 
Group 22 (Pneumococcus Types I, II, and III, Strep- 
tococcus Hemolytic, Streptococcus Non-H-molytic) ; 
Protein Extracts Diagnostice—P. D. and Co. Croup 
23 (Typhoid Bacillus, Paratynhoid Bacillus A. Para- 
typhoid Bacillus B). Parke, Davis and Co., Detroit. 

Whooping Cough Vaccine X Plain—A_ Bacil'us 
pertussis vaccine (New and Nonofficial Remedies, 
1924, p. 320) marketed in packages of four 1 c.c. 
carpules (tubes) containing, respectively, 500 million. 
1,000 million, 1,500 million and 2,000 million killed 
bacteria per c.c. and in packages of ten 1 c.¢. car- 
pules, each containing 2.000 million killed bacteria 
per ¢.c. Cook Laboratories, Inc., Chicago. 

Staphylococcus Vaccine (Combined) —A_ staphvlo- 
coccus vaccine (New and Nonofficial Remedies, 1924 
p. 323) containing killed Staphylococcus Albus and 
killed Staphylococcus Aureus in equal proportions. It 
is marketed in packages of four 1 ¢.c. carpules (tubes) 
containing, respectively, 500 mi'lion, 1,009 million. 
1,500 million and 2,000 million killed bacteria per 
c.c.; in single 1 ¢.c. carpule packages containing 
2,000 million killed bacteria per c.c.; and in packages 
of ten 1 ¢c.c. carpules, each containing 2,000 million 
killed bacteria per c.c. Cook Laboratories, Inc., 
Chicago. 

Streptococcus Vaccine X Plain.—A streptococcus 
vaccine (New and Nonofficial Remedies, 1924, p. 325) 
marketed in packages of four 1 c.c. carpules (tubes) 
containing. respectively, 125 million, 250 million, 375 
million and 500 million killed bacteria per c.c.. in 
single 1 ¢c.c. carpule packages containing 500 million 
killed bacteria per c.c. and in packages of ten 1 c.c. 
carpules each containing 500 million killed bacteria 
per c.c.. Cook Laboratories, Inc., Chicago. (Jour. 
A. M. A., Apr. 25, 1925, p. 1273). 

Propaganda For Reform 

Compatibility of Quinin and Acetvlsalicyvlic Acid.— 
It has been shown that long continued heating of 
some of the cinchona alkaloids, particularlv quinin, 
with weak organic acids caused the formation of an 
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isomer, erroneously called ‘quinotoxin,” but more 
properly named quinicin. These isomers were re- 
ported to be quite poisonous. However, Sollmann re- 
viewed the question and concluded that there is no 
occasion to fear toxic effects from the transforma- 
tion of quinin into “quinitoxin” and that this sub- 
stance is not especially toxic in the quantities that 
might be formed in the body. Mixtures of quinin 
and acetylsalicylic acid decompose slowly, but they 
do not become appreciably toxic. (Jour. A. M. A., 
April. 4, 1925, p. 1070). 

Iron Citrate Green—P. D. and Co. Accepted for 
N. N. R.—The Council on Pharmacy and Chemistry 
explains that iron citrate green—P. D. and Co. has 
been accepted for New and Nonofficial Remedies. 
In the past, the Council has reported that the so- 
called iron citrate green and solutions of it intended 
for subcutaneous or intramuscular administration 
had been found inadmissible to New and Nonofficial 
Remedies because no evidence had been presented to 
show that the green iron citrate had any advantages 
over the pharmacopoeial iron and ammonium citrate, 
and because there was no evidence to show that the 
subcutaneous or intramuscular administration of iron 
preparations was rational. Parke, Davis and Co., 
has submitted evidence to show that the injection of 
solutions of the official iron and ammonium citrate 
and of certain brands of green iron citrate produce 
pain. The firm has adopted the use of a green iron 
and ammonium citrate containing the equivalent of 
8.1 per cent of ammonia. The Council is not con- 
vinced that the hypodermic or intramuscular ad- 
ministration of iron yields effects which differ from 
those obtained by the oral administration. However, 
the uncertain state of iron therapy and the rather 
large clinical use of iron by subcutaneous or in- 
tramuscular injection, combined with the lack of 
danger from this method of use, appear sufficient to 
warrant the provisional acceptance for New and 
Nonofficial Remedies of iron preparations intended 
for subcutaneous or intramuscular use. (Jour. A. 
M. A., Apr. 4, 1925, p. 1045). 

Composition of Bismuth Tartrates Used in the 
Treatment of Syphilis—The A. M. A. Chemical 
Laboratory reports that there is considerable con- 
fusion concerning the chemical composition of the 
bismuth tartrates used in the treatment of syphilis. 
An examination of specimens made by the labora- 
tory, largely to aid the Council on Pharmacy and 
Chemistry in passing on submitted products, shows 
that there is a wide variation in the chemical com- 
position of these products, the bismuth alone varying 
from 31 to about 73 per cent. A specimen prepared 
by the method said to be used in the preparation of 
the product used in France as Trepol shows that 
this is not a potassium sodium bismuth tartrate but 
is, virtually, a basic bismuth tartrate containing 
small amounts of potassium and sodium salts as 
impurities. The Laboratory reports that Trepol, 
which the manufacturers declare to be a complex 
potassium sodium bismutho-tartrate, does not have 
the composition claimed and contains needless im- 
purities, and indicated that the manufacturers have 
not exercised proper chemical control of the prepara- 
tion. The product manufactured by the Dermato- 
logical Research Laboratories, which is claimed to b2 
potassium bismuth tartrate and has been accented 
for New and Nonofficial Remedies, was found to 
have the composition claimed. A product manu- 
factured by the Powers-Weightman-Rosengarten Co., 
claimed to be a potassium sodium bismuth tartrate 
was found to have the composition claimed. 

The report brings out that, in view of the wide 
range in the bismuth content of this class of prepara- 
tions, it is necessary that clinicians inquire care- 
fully into the composition of the bismuth products 
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which they use; that some of the bismuth compounds 
reported on, have been used in so-called sc.entific 
research without their composition being known to 
the users, is a reflection on research. (Jour A. M. A., 
Apr. 4, 1925, p. 1067). 


The Possibility of Recovery from Diabetes Under 
Insulin.—A boy who was known to have had diavetes 
gained in carvohydraie tolerance and improved in 
his physical condition. He was killed by accidental 
fracture of the skull. An immediate postmortem 
examination showed changes in the pancreas that 
may be interpreted as evidence of regeneration of 
the cells of the islets of Langerhans. ‘he iindings 
suggest the possibility that there has been regenera- 
tion or formation of new islets since the insulin 
treatment was begun. Thus, there is the possibility 
that in juvenile diabetes there may be actual anatom- 
ical improvement under insulin treatment. (Jour. 
A. M. A., Apr. 18, 1925, p. 1183). 


The Alimentary Implantation of Lactoacillus 
Acidophilus.—Those who have followed the succes- 
sive changes of view regarding the dietotherapeutic 
role of lactic acid-producing micro-organisms since 
the pioneer writings of Metchnikoff on this subject, 
must have wondered how any feature o: it can have 
retained scientific stability. Claim after claim has 
been hastily set up, only to be abandoned after a 
short period. Yet the practical use o. the types of 
bacteria here concerned somehow persists in one 
form or another with a pertinacity that challenges 
some attention. Recent investigations seem to indi- 
cate that the Bulgarian bailuus bacillus cannot be 
implanted in the human intestines. For this rea:on, 
doubt has been cast on any alleged physiologic ac- 
tion of this organism in the intestine. 


Preference has latterly been given to Lactobacillus 
(Bacillus) acidophilus, bkased on claims of superior 
possibilities of alimentary implantation. Recent in- 
vestigations give evidence that Lactobacillus bul- 
garicus differs from Lactobacillus acidophilus in the 
ability of the latter to live in the intestinal tra-t. 
(Jour, A. M. A., Apr. 25, 1925, p. 1277). 


Loeser’s Intravenous Solution of Sodium Thiosul- 
phate not Accepted for N. N. R.—Loeser’s Intra- 
venous Solution of Sodium Thiosulphate (New York 
Intravenous Laboratory) is marketed in ampules of 
10 c.c., said to contain 1 gm. of sodium thiosulphate, 
U. S. P. The Council on Pharmacy and Chemistry 
reports that according to the advertising, this prepa- 
ration is to be used in ‘arsenical dermatitis, mer- 
eurial stomatitis, bichlorid poisoning, skin diseases” 
and “Arsphenamin Dermatitis, Metallic Poisoning, 
Skin Diseases.” The Council explains that, whereas 
the tenor of the advertising is to the effect that the 
use of thiosulphate in these conditions is supported 
by equal evidence, this is essentially misleading; for 
the evidence of its efficiency against arsphenamin 
dermatitis is very much stronger than that for other 
“metallic toxemias.” The Council cautions that re- 
liance should not be placed on thiosulphate in mer- 
curic poisoning to the neglect of other measures. The 
same caution applies to the use of thiosulphate in 
poisoning by other metals, except that the evidence 
for these is even more scanty. The Council calls 
attention to other claims of a general character 
which are likely to mislead. There is, in the first 
place, the general claim that the intravenous solu- 
tions of this particular firm are superior to those 
of other firms: but there is no evidence for such 
claims. Finally, but most seriously, this firm through 
its house organ, The Journal of Intravenous Therapy, 
misrepresents the general status of intravenous 
therapy. Statements which are made in the firm’s 
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advertising are distinctly misleading as to tie rea] 
field for intravenous therapy and serve only io dis. 
credit that method of administration. The ¢ ouncil 
finds Loeser’s Intravenous Solution of Sodium Thio. 
sulphate inadmissible to New and Nonofficial Reme. 
dies becsuse misleading and unwarranted claim; are 
made for it in the advertising of the New York [p. 
travenous Laboratory. (Jour. A. M. A., Apr. 2°, 1925, 


p. 1289). 

The Phlorhizin Test in the Diagnosis of Preg- 
nancy.—The test is made by injecting 0.002 2», of 
phlorhizin into the gluteal muscles of the puationt, 
who has been fasting. The patient drinks 2)\0 cc. 
of water. Immediate test of the urine for sar 


serves aS a conrol Six specimens of uri» 4re 
examined, at fifteen minute intervals, for glycosuria, 
If glycosuria is provoked, the test is reported as posi- 
tive; otherwise, negative. Reports on the reliib lity 
of the test sre conflicting. (Jour A. M. A., Apr, 
25, 1925, p. 1292). 


Book Announcements 


Diet in Health and Disease. By JULIUS FRIEDEN. 
WALD, M. D., Professor of Gastro-Enterology in 
the University of Maryland School of Medicine. 
Baltimore, and JOHN RUHRAH, M. D., Professor 
of Diseases of Children in the University of Mary- 
land School of Medicine, Baltimore. Sixth edition, 
thoroughly revised. Philadelphia and London. W. 
B. Saunders Company. 1925. Octavo of 987 pages. 
Cloth $8.00 net. 


A Compend of Gynecology. By WILLIAM HUGHES 
WELLS, M. D., Late Assistant Professor of Ob- 
stetrics in Jefferson Medical College, Philadelphia. 
Fifth edition, revised and enlarged by WILLIAM 
BENSON HARER, M. D., Instructor in Obstetrics 
in the University of Pennsylvania, ete. Philadel- 
phia. P. Blakiston’s Son & Company, 1012 Walnut 
Street. 1925. 12 mo. 371 pages with 167 illus- 
trations. Cloth. Price, $2.00 net. 


Medical and Surgical Report of the Roosevelt Hos- 
pital, New York. Second Series, 1925, Based on 
the work of the years 1915-1924, inclusive. Edi- 
torial Board, ALEXANDER T. MARTIN, M. D.. 
THOMAS C. PEIGHTAL, M. D., ALFRED STILL- 
MAN, M. D., HENRY C. THATCHER, M. D., DAV- 
ENPORT WEST, M. D., and KIRBY WIGHT, M D., 
Chairman. Paul B. Hoeber, Inc., Publishers. New 
York City. 1925. 8 vo. of 378 pages. Cloth. Price, 
$5.00 net. 


Clinical Features of Heart Disease. An Interpreta- 
tion of the Mechanics of Diagnosis for Practition- 
ers. By LEROY CRUMMER, M. D., Professor of 
Medicine, University of Nebraska. Introduction 


by EMANUEL LIBMAN, M. D., Professor of 
Clinical Medicine, Columbia University, New York. 
Paul B. Hoeber, Inc., New York. 
Price, $3.00. 


1925. 8 vo. of 


353 pages. Cloth. 
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JUNE, 1925. No. 3 
Editorial 


The Liver Looms Large. 

Physicians in daily practice welcome the 
renaissance of medical and physiologic investi- 
gations of the liver, This important and many- 
sided organ has in the recent past suffered in 
medical literature a notable paucity of con- 
sideration, Recently there has been a tend- 
ency to consider problems of the infectious 
diseases, of the heart and blood vessels, of the 
ductless glands and other organs, while those 
of the liver have remained in the background 
of medical discussion, It so appears then that 
progress in this field has somewhat marked 
time, while apparently more interesting, or, 
at least, more pressing problems have been un- 
der consideration. Now, physiologists are 
working and recording observations; research 
laboratories in connection with clinicians are 
searching for an explanation of the liver’s par- 
ticipation in various systemic diseases as well 
as in the diseases of the organ itself. Tests for 
detecting dysfunction of the liver; for bring- 
ing to light early stages of liver disease; for 
discovering the presence of gall-stones and 
cholecystitis are some of the phases of the 
new work in this field. There is also a dis- 
tinct feeling that the liver may be the site of 
disease long before the body gives out second- 
ary symptoms; it is thought, for instance, that, 
in Bright’s Disease, the liver may be the place 
of pathogenesis. Of course, that large group 


of diseases of the gall tract, that ultimately 
seek relief in surgery, may find an explana- 
tion of primary pathology in an over-worked 
So, one must feel a 


and food-poisoned liver, 
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“keen interest in the liver with its big job of 


carbohydrate storage, in its important function 
of reconversion of protein metabolites into 
urea for urinary elimination, in its action on 
fats within itself as well as by bile secretion 
in the intestinal tract, in its bile formation 
both in secretory and excretory function, in 
its relation to hemoglobin destruction and re- 
construction, in its susceptibility to disease of 
its secretion in common duct and gall-blad- 
der, in its frequency of inflammation of ducts 
and gall-bladder, and in its gross disease in 
and about the hepatic substance itself. 

The liver is equipped for its work by its 
great size. It is outfitted with a circulatory 
supply of unusual proportions, The circula- 
tory mechanism is unique, It is the only organ 
in the body, to which venous and arterial 
blood flow simultaneously, the venous blood 
coming in under low pressure through the 
portal vein, and the arterial blood under high 
pressure through the hepatic artery. The 
portal blood brings into the hepatic cells blood- 
food from the intestines and the hepatic 
arterial blood brings into the hepatic cells blood 
from the left heart. These blood streams meet 
in confluence in the hepatic cells. Hepatic cells 
perform various physiologic duties, The liver 
here plays an important role in the nutrition 
and well being of the body. It is now believed 
that the liver performs the double duty of 
secretion and excretion with varied interme- 
diate functions. Is the liver not a storage 
plant, a settling basin, a filtration plant, a re- 
constructor and a food ferment forming organ ‘ 
Then besides its power of storing the carbohy- 
drate metabilites, in so far as construction of 
glycogen goes, besides its proper action on pro- 
teins accumulating in the blood, besides its 
definite action upon the blood fats, its daily 
production of from 500 to 800 e.c. of bile, dis- 
charged into the digestive tract upon food 
chyme, is a function of peculiar significance. 


Tue GiycoGeNntc FUNCTION oF THE LIVER 

Storage of sugar is one of the chief func- 
tions of the liver. The liver cells perform this 
function through the action of the rich supply 
of glucose, brought into the organ by the por- 
tal blood which conveys food products from 
the intestinal canal. By a specialized func- 
tion of the hepatic cells the glucose of the 
blood is converted into a polysaccharid or gly- 
cogen and is stored in the cells as liver-glyco- 
gen. By action not yet fully understood this. 
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liver-glycogen is let loose, being reconverted 
into glucose, into the blood of the hepatic veins 
in such amounts as is required to maintain the 
physiologic percentage of blood sugar. The 
glycogen substance is deposited in the pro- 
toplasm of the liver cell in irregular colloidal 
masses and, as such, remains there until the 
percentage of sugar in systemic blood becomes 
below normal (in man about 1 per cent). The 
regulatory mechanism by which this adjust- 
ment is made between the liver and the blood 
in point of sugar content, is probably found 
in the nervous system and in chemical hor- 
mones in the blood arising in the pancreas and 
adrenal glands. 

In diabetes the combustion of the blood- 
sugar in the muscle is defective. As a 
result an excess of blood-sugar occurs, While 
this disease does not result from glycogen 
dysfunction of the liver, the relation of the 
dysfunction of the liver, the production of 
insulin in the pancreas and the utilization of 
the sugar in the muscle cell is so close, it is 
proper to comment upon the glycogen-func- 
tion of the liver and diabetes mellitus in the 
same connection, 


Irs Prorern Function 

The part played by the liver in the meta- 
bolism of protein is important. This function 
is probably not fully appreciated in the con- 
sideration of disease problems, particularly in 
Bright’s Disease, It is difficult in the space 
allotted here to bring out this relation fully. 
But, if one may conceive of the liver cell, in 
addition to glycogenic action, to possess the 
power to reduce amino-acids to urea, this 
dual function will impress its importance. The 
amino-acids are the end products of digestion 
of intestinal protein food, They are also the 
rejected or displaced protein molecules of the 
body cells. The liver performs the function 
of taking these excess amino-acids from the 
blood stream, whether of food origin or body 
origin, by converting them into urea. The 
liver probably stores some of this urea for fu- 
ture use or for replacement purposes when 
the body may be short of a diet of amino-acids, 
The liver reduces these excessive and rejected 
amino-acids into urea, Urea is sent into the 
renal blood for elimination as urine, While 
conservatism prevents physiologists from stat- 
ing that the conversion of the amino-acids into 
urea is the exclusive function of the liver one 
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says, “it is probably safe to conclude that the 
liver is the most active center of amino-acid 
transformation and urea formation.” 


To emphasize, and somewhat to reiterate, 
protein food is not absorbed into the !)lood 
from the alimentary tract as such; protein is 
broken down by digestive ferments into amino. 
acids, eighteen amino-acids having been ob- 
tained from protein; amino-acids are divided 
into (1) basic amino-acids (those havine an 
alkanity such as ammonia), (2) hexone |ases, 
(3) neutral amino-acids, the largest group. 
Amino-acids in the blood go to various organs 
and body tissue. The protein cells of these 
organs and tissue sift out such amino-acids 
in the blood as are needed for replacement of 
broken down cell structure. The excess of 
amino-acids derived from food and amino-acid, 
liberated by destruction of protein, are, “then 
split into two portions; one represented by 
ammonia which is excreted as urea, and the 
other later oxidized in energy production.” 
MacLeod observes that urea formation in the 
liver becomes stimulated long before the other 
tissues and that during the digestion of pro- 
tein the liver does not appear to wait until 
the other tissues become saturated with amino- 
acids before it begins to destroy the unneces- 
sary excess by conversion into urea. 

The liberation of amino-acids from the break 
down of body protein goes on irrespective of 
absorption of amino-acids from the intestines. 
The duty of the liver in reducing these to urea 
for elimination through kidney tubules, is more 
or less constantly operative. 


Its Far Funcrion 

The liver plays a dual part in the matter of 
fat; (a) the absorption through the intestinal 
wall is influenced by bile, (b) the formation 
of important bile ingredients. Absorption of 
fat in the food is dependent largely upon the 
action of bile and pancreatic secretion, While 
the pancreatic juice possesses a lipolytic enzyme 
(lipase) which, under favorable conditions, 
converts neutral fats into fatty acids and gly- 
cerol, bile increases the lipolytic power of pan- 
creatic secretion. The salts of cholalic acid 
(bile salts) activate the lipase. In addition to 
this, the bile, through its alkali and mucin- 
like substance, assists in the emulsification of 
intestinal fats and, in this way, helps lipase 
action, The alkali of bile, combining with 
fatty acids, forms water soluble soaps. These 
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are absorbed by the epithelial cells. They 
ass into the lymphatic and thoracic ducts. 

The blood fat is transported to and de- 
posited into three places: (a) in depots of 
fat: (b) in the liver, and (c) in the tissues. 
The fat of each of these differs; the depot fat 
is 95 per cent fatty acid; tissue fat is 60 per 
cent fatty acid, and liver fat is intermediate 
in percentage of fatty acid. The depot fat is 
found in subcutaneous and retroperitoneal tis- 
sue and is derived from the fat and carbohy- 
drates of the food. Carbohydrate is an im- 
portant source of extra fat in depot fat and, 
when fat is needed for energy requirements 
of the body, it is broken down into fatty acid 
and glycerol, In this state it is carried through 
cell walls and reconstructed into neutral fat 
in the blood. 

The liver fat occupies an important position 
in fat metabolism, It is the halfway house 
for preparation of the fatty acid molecule. 
In depot fat, the potential energy of fat, which 
is great, is unavailable for use in the tissues. 
As MacLeod says: “To make it available, the 
depot fat is carried to the liver, where the 
energy becomes unlocked but not actually 
liberated, The fat is then transported to the 
tissues and liberation of the energy occurs.” 
Much of liver fat comes from deposit fat: 
when digestion is in progress, some of it may 
come directly from the intestines. 

One may thus see the intimate relation of 
liver function to fat metabolism. 


Irs Bite Funcrion 


Thoughtful clinicians and physiologists are 
thinking in terms of excretion as a bile prop- 
erty. The lung is excretory, the kidney is 
excretory, the skin is excretory; may not the 
liver be excretary through its 500 to 800 
cc, daily output of bile? The bile elements, 
its pigment, its cholic acid, its cholesterin, 
and its lecithin, may be important waste 
products. This has not been proven altogether 
but physiologists suggest this significant and 
important possibility. Bile pigment, bilirubin 
and biliverdin, originate from hemoglobin. 
It “remains undecided whether the liver alone 
is concerned normally in their production or 
whether they are produced elsewhere and 
simply excreted through the liver;” the gen- 
eral view is that hemoglobin liberated from 
disintegrated red corpuscles is the source of 
bile pigment. The bile acids, glycocholic and 


taurocholic, are formed directly by liver cells. 
The origin of cholic acid is not definitely 
known, says Howell. He further states, “So 
far as it is present in bile as glycocholic acid, 
it represents a loss or excretion of so much 
protein nitrogen.” Taurin is also derived from 
the protein molecule. 

Cholesterol, a non-nitrogenous substance, is 
eliminated or excreted by liver cells from the 
blood, Cholesterin is widely distributed in the 
body, being formed, as Howell says, in white 
matter or medullary substance of the nervous 
system, Likewise, lecithin, found in the largest 
part in the nervous system, is a compound of 
glycerophosphoric acid with fatty acid radi- 
‘als (stearic, oleic and palmitic) and a nitro- 
genous base, choline. 

Lecithin represents a waste product derived 
from the liver, which may be further acted 
upon in the intestines, So, clinicians must keep 
clearly in mind that bile flow from the liver 
is an important source of elimination which, if 
blocked or suppressed, may in itself become an 
important cause in the processes of toxemia. 

But, as a secretory and digestive agent, one 
more commonly thinks of bile. Its role in the 
digestion and absorption of fat in the intes- 
tines is of most striking importance. But it 
must not be overlooked that it acts through 
its companion organ, the pancreas, by activat- 
ing the lipase of pancreatic secretion, which 
flows in confluent stream from the common 
duct into the duodenum upon chyme. The 
quantity of bile seems to be influenced by the 
quantity and composition of the blood flowing 
through the liver; the composition of the por- 
tal blood influences the amount of bile secre- 
tion. 


Associated Disease of Liver and Pancreas 

Ducts in Diabetes. 

No one may consider bile function properly 
without thinking of pancreatic secretion at the 
same time. One may think of the bile as an 
excretion of liver and hepatic blood without 
thinking so much of pancreatic juice. But 
when one contemplates the digestive activities 
of bile, its outflow into the duodenum, and its 
companion function with pancreatic secretion 
or chyme, one is compelled to think of the 
liver and pancreas as yoked for a common pur- 
pose: of digestion of food in the intestines. 
This team of glands, united in a common duct 
orifice for the outlet of a confluent secretion, 
makes the probability of a joint pathology of 
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frequent incidence, The large, normal, com- 
bined, daily output of bile and pancreatic secre- 
tion through the common duct is estimated to 
be from 1,000 ¢.c. to 1,600 c.c. 

In connection with this, the observations 
of Jones* et a/, of an unselected group of sixty- 
eight diabetic patients for evidence of altera- 
tion of pancreatic and hepatic activity in this 
disease, is interesting in that it throws a modi- 
cum of light upon this obscure interrelation in 
disease, They found pancreatic activity less in 
nearly half the cases while bile pigment elimi- 
nation was abnormally high in three-fourths 
of the cases, They found lipolytic and proteo- 
lytic ferments abnormal in one-third of the 
cases, These findings in diabetics led to the 
probability that the secretory function of the 
liver and the pancreas are disturbed materially 
and that the digestive processes, on which the 
dietary management of diabetes depends, must 
be evaluated and known if one is to get full 
food values from prescribed diet. If high fat 
diet is required, for instance, and the lipolytic 
function of the bile-pancreatic secretion is so 
diminished as to prevent an adequate conver- 
sion of the fat for passage to the. lymphatics, 
one may easily conceive of the whole plan of 
diabetic dietary management falling down. 
So it may be also with the proteolytic enzyme; 
and so, if there is not enough amylolytic en- 
zyme for carbohydrate conversion, It is also 
interesting and significant to note that 19 per 
cent of Jones’ cases showed cholelithiasis and 
others gave the history of surgical operation 
on the gall tract, 

The probability of considerable disease, often 
without obtrusive symptoms of the bile and 
pancreatic ducts, if not of the liver and pan- 
creas as well, in cases of diabetes mellitus is 
very great and should be thought of in these 
cases, The authors contend from their study 
of sixty-eight diabetics that at least one-fifth 
of all diabetics over forty have an associated 
cholelithiasis. 

*J. A, M. A., May 16, 1925, page 1524, ~ 
Read Truth About Medicine. 

Every practicing physician should scan with 
more than ordinary care the excerpts found in 
“Truth About Medicine.” In this collection of 
comments upon medicine and medical treat- 
ment, is to be found much valuable informa- 
tion. 

Reports of the investigations of the Council 
on Pharmacy and Chemistry of the American 
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Medical Association on drugs and treaiment 
are full of valuable facts. These facts are im- 
portant to every practicing physician. Each 
day there may arise in the treatment of cases 
questions that the doctor might find answered 
in the reports of the Council. 

Particularly this month the reports are full 
of “meat.” We can not too strongly urge phy- 
sicians, surgeons and specialists to read each 
month “Truth About Medicine,’ as reported 
in the Monrutiy through the courtesy of the 
Council on Pharmacy and Chemistry. 


News Notes 


Medical College of Virginia Finals. 

The schools of medicine, dentistry, }liar- 
macy and nursing of the Medical College of 
Virginia held their commencement exerc’ses 
May 31 to June 2. inclusive. The baccalaureate 
sermon was preached hv Rev. So'on B. Cousins, 
D. D., of the Second Baptist Church. On the 
following day, there was a meeting of the 
board of visitors, a baseball game between the 
gradnates and alumni, the annual alumni <in- 
ner at Commonwealth Club, that evenine, and 
this was followed by the free show in the Jolin 
Marshall High School auditorium, which pr- 
took of the nature of a vaudeville show. ‘The 
alumni meeting was held on Tuesday morning, 
followin’ which luncheon was served at the 
college. 

At the meeting of the Alumni Association. 
Dr. Greer Baughman, Richmond, was elected 
president; W. H. Street, D.D.S., first vice- 
president; Dr. Edgar P. Norfleet, Roxobel, 
N. C., second vice-president; John D, Pruitt, 
Ph.G., Danville, third vice-president: Miss 
Florence Black, R. N., Richmond, fourth vice- 
president; Dr. F. H. Beadles, Richmond, treas- 
urer; the secretary is to be named by the board 
of directors. 

Dr. Stuart McGuire, president of the college, 
presided at commencement exercises and Dr. 
W. T. Sanger, the newly elected head of the 
school, who will take charge in July, gave a 
brief talk. The address of the evening was 
given by the Honorable Andrew Jackson Mon- 
tague, Coneressman from Virginia. A dane 
at Commonwealth Club for the graduates of 
all the schools brought to a happy termination 
the exercises for the class of 725. 

At the various meetings, plans were dis- 
cussed for the expansion of the college, and it 
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was decided to put on a campaign in the early 
Fall to raise $3,000,000 to meet the needs of 
the College. 

At the concluding exercises, diplomas were 
awarded sixty-four graduates in medicine, ten 
in dentistry, thirty-six in pharmacy and twelve 
in nursing. 

Following is a list of graduates in the medi- 
eal school, with hospital appointments : 
Memorial Hospital, Richmond—Drs. Titfany 

Barnes, Proctorville, N. C.; Charles D, Gar- 

rett, Rocky Mount, Va.; Wm. T. Harris, Mt. 

Gilead, N. C.; John A. Hillsman, Jr., Rich- 

mond; M. B. ‘Jarman, Elkton, Va. : Maurice 

M. Lynch, Jr., Winchester; C harles L. 

Plunkett, Richmond; Joseph E. Rucker, 

Moneta; Olga Steinecke, Keystone, W. Va., 

George H. Warren, Jr., Smithville; B. L. 


Williamson (dental interne); and under- 
graduates, Miss Jeannette Harris, H. C. 


and §. E. Gunn, 

Johuston-Willis Hospital, Richmond—Drs. 
Dempsey Barnes, Proctorville, N. C., and 
William R. Graham, Suffolk, Va. 

St. Luke’s Hospital, Richmond—Drs, D. G. 
Chapman, Woodstock, and William M. 
Junkin, Lexington, Va. 

Grace Hospital, Richmond—Dr. Alva B. Clark, 
Bramwell, W. Va., and undergraduate J. H. 
Childrey. 

George Ben Johnston Memorial Hospital, 
Abingdon, Va—Dr. R. D. Campbell, Cleve- 
land, Va, 

Bluefield Sanitarium, Bluefield, W. Va—Dr. 
A. L. Carson, Jr., Richmond. 

Boston Floating Hospital, Boston, Mass.—Dr. 
Fred A. Brown, Richmond. 
Long Island Hospital, Boston, 

Edith J. Lacy, Vigor, Va. 

Massachusetts Eye and Ear Infirmary, Boston, 
Mass.—Dr. Raymond F. Hacking, Provi- 
dence, R. I. 

Peck Memorial Hospital, Brooklyn, N. ¥Y —Dr. 
Edwin S. Woodyard, Parkersburg, W. Va. 
Unity Hospital, Brooklyn, N. Y.—Dr. William 

Grosof, Brooklyn, N. Y. 

Catawba Sanatorium, Catawba Sanatorium, 

Va—Dr. L. Gladys Smithwick, Manson, 


Alexander, Jr., 


Mass. —Dr. 


N. C., and undergraduates H. L. Townsend 
and Harry Walker, 

C. & O. Hospital, Clifton Forge, Va—Dr. 8. G. 
Miller, Roseland, Va. 

Hamot Hospital, Erie, Pa—Dr. Hyman P. 
Levin, Cleveland, O. 
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Jersey City Hospital, Jersey City, N. J—Dr. 
Harold C, Brinn, New York, N. Y. 

St, Francis Hospital, Jersey City, N. J —Drs. 
Robley R. Goad, Hillsville, Va.; Dana T. 
Moore, Oakland, Md., and James C. Repass, 
Paint Lick, Va. 

Lancaster General Hospital, Lancaster, Pa.— 
Dr. Robert C. Lefevre, Lancaster, Pa. 

Beth Moses Hospital, New York, N. Y.—Dr. 
Bernard Disick, New York, N. Y. 

Flushing Hospital, New York, N. Y.—Dr.V. J. 
Merola, Bronx, N. Y. 

Gouverneur [Hospital, New York, N. Y.—Drs. 
Joe R. Carder, Bristol, W. Va.; R. S. Coffin- 
daffer, Jane Lew, W. Va., and A. M. Jones, 
Smithton, W. Va. 

Holy Family Hospital, New York, N. Y —Drs. 
Bernard N. Gottlieb, Brooklyn, N. Y., and 
Harry 8S. Newman, Richmond, 


Metropolitan Hospital, New York, N. Y—Dr. 
Samuel Weinstein, Richmond. 
New York Lying-In Hospital, New York, 


N. ¥.—Dr. Maurice B. Bangel, Portsmouth. 
Polyclinic Hospital, New York, N. ¥.—Drs. 
J. M. Dougherty, Jr., Nickelsville, and Ashby 
G. Martin, Toano. 
Willard Parker Hospital, New York, N. Y.— 
Drs. E. Andrew Amick, Charleston, W. Va., 
and Andrew G. Grinnan, Richmond. 


St. Vineent’s Hospital, Norfolk, Va—Dr. 
Anthony A, Colletti, Richmond. 
Petersburg Hospital, Petersburg, Va—Dr. 


Elvin H. Hearst, Bristol, Va., and under- 
graduates Gilbert Daniel and W. M. Dick. 

Western Pennsylvania [ospital, Pittsburgh, 
Pa—Dr. Everett H. Starcher, Ripley, W. 
Va. 

Rex Hospital, Raleigh, N. C.—Dr. 
Powers, Watha, N,. C. 

Lewis-Gale Hospital, Roanoke, Va—Dr. C. F. 
Manges, Troutville, 

N.C. State Sanatorium, Sanatorium, N. C.— 
Dr. Clyde M. Gilmore, Bonlee, N. C. 

Uniontown Tlospital, Uniontown, Pa—Dr. 
William Grady Smith, Charlotte, N. C. 

VW be Forest C ollege, Wake Forest, N. C.—Dr. 

. W. Carroll, Winterville, N. C. 

Hospital, Washington, ). C.—Dr. 
Robt. C. O'Neil, Warren, R. I. 

City Memorial Hospital, Winston-Salem, N.C. 
—Drs. David M. Buck, Jr., Bald Mountain, 
N. C., and Charles S. White, Stovall, N. C. 

City Home Hospital, Richmond—Undergrad- 
ates A. S. Davis, L. G. Hastings and J. J. 
McDonald. 
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City Jail Hospital, Richmond—Undergrad- 
uates R. A. Bowen and M. W. Ransone. 

Home for Incurables, Richmond—Undergrad- 
uate F. E, Ammons. 

Hygeia Hospital, Richmond—Undergraduate 
Frank B. West. 

Retreat for the Sick, Richmond—Undergrad- 
uate Geo, G. Chiles, 

Sheltering Arms Hospital, Richmond—Under- 
graduates W. T. Burch, Jos, B. Gordon and 
Thos, L. Lee. 

Tucker Sanatorium, Richmond—Undergrad- 
uate Jas, A. Shield. 

Presbyterian Hospital, San Juan, Porto Rico— 
Undergraduate R, R. Molina. 

In addition to the graduates named above, 
the following received their diplomas in medi- 
cine but hospital appointments have not been 
announced for them at this time: 

Dr. John B. Ahouse, New Milton, W. Va. 

Dr. Waylon Blue, Carthage, N. C. 

Dr. Geo, Wythe Booth, Richmond. 

Dr. Mack W. Gibson, Statesville, N. C. 

Dr. E. B. Hardee, Stem, N. C. 

Dr. Merritt M. Hill, Nuttallburg, W. Va. 

Dr. Alonzo R. Hodge, Jr., Knightdale, N.C. 

Dr. James A. Newcome, Keyser, W. Va. 

Dr. Robt. S. Van Metre, Martinsburg, W. 


Dr. Perry H. Wiseman, Henrietta, N. C. 


The American Medical Association 


Held its seventy-sixth annual meeting at 
Atlantic City, N. J., May 25 to 29, inclusive, 
under the presidency of Dr. W. D. Haggard, 
of Nashville, Tenn, There was a registered 
attendance of nearly 4,800 and the meeting was 
a success in every way. In the House of Dele- 
gates, Virginia was represented by Dr. South- 
gate Leigh, of Norfolk, and Dr. E. C. S. Talia- 
ferro, also of Norfolk. The latter substituted 
for Dr, J. Allison Hodges, of Richmond, who 
was unable to attend the meeting this year. 

There is so much of interest and pleasure 
going on at these meetings of the A. M. A., 
that one has the impression of attending a 
“five-ring circus,” where you try to see every- 
thing and be everywhere at once. Of out- 


standing interest were the scientific exhibits. 
Dr. C. Latimer Callander, of San Francisco, 
was recipient of the gold medal award. In 
addition to this, two silver, and two bronze 
medals were awarded, as also a number of cer- 
tificates of merit. Although awards are made 
to individuals only, the Committee especially 
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commended the work of the heart study vroup, 
composed of Drs. George Blumer, of New 
Haven, Alex. Lambert and Emanuel L'bman, 
of New York, and 8. Calvin Smith, of Phila- 
delphia. This exhibit was of exception:! edu- 
cational value. The work of the St. Elizabeth’s 
Hospital Group, of Richmond, Va., was also 
commended, 

The Council on Scientific Assembly decided 
to drop the section on stomatology and estab- 
lished a section on radiology. 

A most unusual feature of the meeting oc- 
curred on Thursday evening. Through thie co- 
operation of the American Telephone and 
Telegraph Company, there was witnessed the 
diagnosis of heart disease by long distance 
telephone, and the audience heard the conver- 
sation between the doctor in charge of the 
“clinic” at the Atlantic City meeting and a 
doctor in Chicago by means of a Public Ad- 
dress System. 

The House of Delegates expressed _ itself 
as favorable to Dallas, Texas, as the 1926 place 
of meeting. The following officers were 
elected: President-elect, Dr. Wendell C. 
Phillips, of New York; vice-president, Dr. 
Philip Marvel, Atlantic City, N. J.; secretary, 
Dr. Olin West, Chicago; treasurer, Dr, Austin 
A. Hayden, Chicago; speaker of the House of 
Delegates, Dr. F. C. Warnshuis, Grand Rapids, 
Mich, Dr. J. Shelton Horsley, Richmond, Va., 
was re-elected a member of the Council on 
Scientific Assembly, with which he has been 
connected since its organization. 

Virginia was unusually well represented at 
this meeting, the following being names of 
those registered: From Richmond—Drs. K. S. 
Blackwell, A. S. Brinkley, Mary E. Brydon, 
Dean B. Cole, C. C. Coleman, T. Dewey Davis, 
A. I. Dodson, R. 8. Fitzgerald, FE. T. Gate- 
wood, A. L. Gray, St. Geo. T, Grinnan, Guy 
R. Harrison, Wm, H. Higgins, Emory Hill, 
Fred M. Hodges, J. Shelton Hersley, J. 5. 
Horsley, Jr., J. M. Hutcheson, F. S. Johns, 
Lazarus H. Karp, Francis H. Lee, Clifton M. 
Miller, S. B. Moon, W. T. Oppenheimer, W. T. 
Oppenheimer, Jr., L. T. Price, M. P. Rucker, 
W. A. Shepherd, Henry §. Stern, Jas. B. 
Stone, L. T. Stoneburner, E. H. Terrell, 
Howard Urbach, E. U. Wallerstein, J. S. 

Weitzel, Carrington Williams and R. H. 
Wright; from Norfolk—Drs. Burnley Lank- 
ford, Southgate Leigh, Walter B. Martin, 
W. T. Potter, E. C. S. Taliaferro and J. War- 
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ren White; from Roanoke—Drs. S. 8. Gale, 
J. R. Garrett, K. D. Graves, Alfred P. Jones, 
L. D. Keyser, Geo. B. Lawson, J. 'T. McKinney, 
W. M. Otey and D. M. Remsberg; from Uni- 
versity--Drs. L. A. Calkins, J. C. Flippin, 
Wm. H. Goodwin, H. B. Mulholland, L. T. 
Royster and Dudley C. Smith; from Peters- 
burg—Drs, Jos, M. Burke and FE. L. MeGill; 
rom Winchester—Drs. Hunter H. McGuire 
and H. I. Pifer; from Alewandria—Drs, F. M. 
Dillard and S. B. Moore; from Blackstone—- 
Drs. W. W. Bennett and C. C. Tucker; from 
Tazewell—Drs. W. I. Painter and Isaac 
Peirce; from Lexington—Drs, F. M. Leech and 
Jos. E. Seebert; from Danvilie—Drs, L, O. 
Crumpler and J. M. Robinson; from Char- 
lottesville—Drs, H. T. Nelson and Fletcher D. 
Woodward; Drs. H. S. Belt, South Boston; 
B. C. Culler, Fieldale; J. L. Early, Saltville; 
J. M. Emmett, Clifton Forge; F. V. Fowlkes, 
Burkeville; Thos. G. Hardy, Farmville; J. M. 
Holloway, Port Royal; R. E. Hughes, North 
Holston; Ira Hurst, Parksley; D. M. Kipps, 
Front Royal; A. D. Knott, Accomac; Allen H. 
Moore, New Market; W. H. Newcomb, Suf- 
folk; A. D. Ownbey, Newport News; B. E. 
Rhudy, Abingdon; A. F. Robertson, Jr., 
Staunton; John W. Robertson, Onancock ; 
N. M. Robinson, Vinton; E. D. Rollins, Gate 
City; H. B. Spencer, Lynchburg; and Wm. J. 
Sturgis, Franktown. 


Richmond Meeting, Medical Society of Vir- 
ginia. 

Now that the A. M. A. meeting is over, the 
most important matter to claim the attention 
of Virginia doctors should be the meeting of 
our State Society. This is to be held in Rich- 
mond, October 13, 14, 15 and 16, and plans 
being made by the local committee in charge, 
with Dr. Thomas D, Jones, as chairman, should 
be such as to induce a large attendance. Our 
president, Dr. Hunter H. McGuire, of Win- 
chester, has been fortunate in securing as his 
invited guests Dr. David S. Hillis, obstetrician 
of Chicago, Dr, Geo, E. de Schweinitz, ophthal- 
mologist of Philadelphia, and Dr. Alfred Sten- 
gel, internist of Philadelphia. 


“Puerperal Infection” is the subject which 
has been selected by the Program Committee 
for our symposium, this year, and the follow- 
ing doctors have been invited to present 
papers: 
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Dr. Burnley Lankford, Norfolk, on “Pre- 
vention ;” 

Dr. L, A. Calkins, University, on “Manifes- 
tations and End Results;” and 

Dr. Ben H. Gray, Richmond, on “Treat- 
ment.” 

Dr. George A. Stover, of South Boston, 
will open the discussion on this symposium. 

Each component society should arrange for 
representation in the House of Delegates, As 
delegates and alternates are appointed, notice 
should be sent the executive office of the Society, 

In accordance with resolution adopted at the 
Staunton meeting of the Medical Society of 
Virginia, the Program Committee decided to 
limit the number of papers to be read at the 
next annual meeting so that it would not be 
necessary for the Society to meet in sections, 
and adopted the following resolution : 

“1. No title shall be accepted for the program prior 
to two months before date of the annual meeting. 
As provided in the By-Laws, an announcement con- 
cerning the annual meeting and request for titles 
of papers shall be mailed by the Secretary-Treasurer 
to all members of the Society. 

“2. On and after the day which would be two 
months prior to the first day of the annual meeting, 
titles will be received until fifty are in hand. In 
the fifty titles referred to, provision shall be made 
for the papers of the invited guests and papers on 
the subject of general discussion. 

“3, After the fifty titles are received, the Program 
Committee shall arrange and classify them according 
to related subjects.” 

This year, August the 13th (two months be- 
fore first day of the Richmond meeting) will 
be the first day on which the Secretary-Treas- 
urer of the Society may receive titles for the 
1925 meeting. 

It is therefore requested that members time 
the sending of their titles so that they may 
reach the Society’s office, 104144 West Grace 
Street, Richmond, on the 13th of August, or 
as soon thereafter as possible. 


North Carolina Chapter, Medical College of 

Virginia Alumni Associatior. 

Mr. L. C. Bird, secretary of the Alumni 
Association of the Medical College of Vir- 
ginia, attended the recent meeting of the Medi- 
cal Society of the State of North Carolina, held 
at Pinehurst, and organized a North Carolina 
Chapter of the Alumni Association, There are 
between 300 and 400 alumni of the school liv- 
ing in North Carolina and it is planned to 
hold the meeting of the new chapter at the time 
of their State Society meeting each year, Dr. 
W. T. Rainey, Jr., Fayetteville, was elected 
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president; Dr. R. V. Brawley, Salisbury, vice- 
president; and Dr. J. M. Lilly, Fayetteville, 
secretary. 


Dr. William F. Drewry, . 

Petersburg, Va., left for New York, the first 
of June, to witness the graduation of his 
daughter, Miss Lelia Seabury Drewry, in the 
physical training school at Columbia Univer- 
sity. 

The National Association for the Study of 

Epilepsy 

Held its twenty-fourth annual meeting in 
Richmond, Va., May 11 and 12, Dr. G. Kirby 
Collier, of Rochester, N. Y., presiding. The 
papers, while of a technical nature, were ex- 
ceedingly interesting. The influence of this 
Society has been a stimulant in urging legisla- 
tures in some states to establish epileptic colo- 
nies, These colonies have already been opened 
in over twenty states, Virginia being in this 
number. A committee was appointed, to re- 
port at the next annual meeting, on the feasi- 
bility of merging the National Association for 
the Study of Epilepsy and the American As- 
sociation for the Study of the Feebleminded 
with the American Psychiatric Association, 
the plan being to have sectional meetings. Dr. 
G. Kirby Collier, Rochester, N. Y., and Dr. 
A. L. Shaw, Utica, N. Y., were re-elected presi- 
dent and secretary-treasurer, respectively. Dr. 
Douglas A. Thom, of Boston, was elected chair- 
man of the executive committee. 


The American Psychiatric Association 

Held its eighty-first annual meeting in Rich- 
mond, Va., May 12-15, inclusive, Dr. William 
A. White, of Washington, D. C., presiding. 
About four hundred specialists from all sec- 
tions of the country were in attendance and the 
program throughout was a most interesting one 
for the layman as well as the doctor, A steady 
downpour of rain for practically the full meet- 
ing time interfered with much of the enter- 
taining which had been arranged for the visi- 
tors, but plans were carried out as far as pos- 
sible. Perhaps the most interesting feature of 
the meeting was the address to the profession 
and the public by Clarence Darrow, Esq., of 
the Chicago bar. He completely captivated his 
audience which included people from all walks 
of life. 

The visitors were taken to Williamsburg, on 
the 14th, as the guests of the Eastern State 
Hospital, at that place, and from there, sight- 
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seeing trips were made by many of the inem- 
bers to Yorktown and Jamestown, It wis es- 
pecially appropriate that one of the mectings 
should be held at this hospital, which ‘s the 
oldest hospital in the United States use! ex- 
clusively for the insane, the first patients hay- 
ing been admitted to this hospital in 1773. 

New York was selected as the 1926 couven- 
tion city, and the following officers ele ted; 
President, Dr. C. Floyd Haviland, Albany, 
N. Y., Dr. George M. Kline, of Boston, vice- 
president, and Dr, Earl D. Bond, Philade!)hia, 
(re-elected) secretary-treasurer. 

Dr. and Mrs. Ashby Turner 

Returned to their home in Harrison|urg, 
Va., early in May, after spending the winter 
in Florida. 

Dr. and Mrs. Arthur Bryan Carr 

And two little children, of War, W. Va., 
have been visiting Mrs, Carr’s parents in Rich- 
mond, Dr. Carr is an alumnus of the Medical 
College of Virginia, in the class of °21. 

The McGuire Clinic Enlarges its Staff. 

The McGuire Clinic has added Dr. James H. 
Smith to its Medical Department and Dr. Car- 
rington Williams to its Department of Surg- 
ery. They went on duty June Ist. Both have 
been associated with St. Luke’s Hospital in the 
past, and their many friends will be glad to 
see them connected with its activities again. 
Dr. and Mrs. Mark W. Peyser, 

Of Richmond, were recent visitors in 
Louisa, Va. Dr, Peyser’s many friends will 
be glad to know that he has greatly improved 
after a long illness last winter and is now able 
to resume his work. 


Dr. and Mrs. Frank S. Johns, 

Richmond, spent a short time at Hot 
Springs, early in May. 
Dr. S. W. Maphis 

Has returned to his home in Warrenton, V2., 
after spending sometime in New York. 


Dr. W. S. Hodnett, 

Richmond, left the latter part of May for 
Los Angeles, Cal., to attend the Shriners’ con- 
vention, After that, he will spend about a 
month visiting points of interest on and near 
the Pacific coast. 


Dr. G. A. Ezekiel, 

Richmond, in May went to Philadelphia, 
where he attended the reunion of officers of the 
311th Field Artillery with which he served 
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during the World War. While away, Dr. 
Ezekiel also visited New York, Baltimore and 
Washington. 

Dr. Beverley R. Tucker, 

Of Richmond, in May, attended the meeting 
of the Florida State Medical Association in 
St. Petersburg, having been invited to present 
a paper before that organization. His subject 
was “Concerning Encephalitis.” He spoke en- 
thusiastically of the splendid organization of 
the Florida profession. 

Dr. Meade S. Brent, 

Petersburg, Va., recently visited relatives 
near Heathsville, Va. 
Dr. H. S. Daniel, 

Of Louisa, Va., was a visitor in Richmond, 
last month. 

Dr. Thorton Dean of Dental School. 

At a meeting of the dental faculty of the 
Medical College of Virginia, last month, Dr. 
R. D. Thornton was chosen to succeed Dr. J. A. 
C. Hoggan, resigned, as dean of the School of 
Dentistry. The appointment will become effec- 
tive July 1. Dr. Thornton will devote his 
full time to his work with the dental school. 
Dr. J. Thomsor Booth 

Recently returned to his home in Ashland, 
Va., after a visit to Baltimore and Philadel- 
phia. He and Mrs. Booth left shortly after- 
wards for California, where they expect to 
visit relatives. 

Married. 

Dr. Meade Castleton Edmunds, of Peters- 
burg, Va., and Miss Marian Smoot, of Bowling 
Green, Va., May 23. 

Dr. W. Clyde Adkerson and Miss Anna Bell 
Fox, both of Lynchburg, Va., May 9. 

Dr. Henry G. Plaster, formerly of Loudoun 
County, Va., but now of Washington, D. C.. 
and Miss Jerusha Steele Lohman, of Wash- 
ington, D. C., April 30. 


Dr. J. Woods Price, 

An alumnus of the University of Virginia, 
has returned to his home at Saranac Lake. 
N. Y., after a visit to friends and relatives near 
Ivy, Va. 
$100,000 to be Raised in Commemoration of 

Ernest Harold Baynes. 

A distinguished group of doctors and 
naturalists have banded together for the pur- 
pose of raising a memorial fund to the memory 
of Ernest Harold Baynes, author, lecturer, 
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poet, lover of birds and animals and of all 
mankind. Mr. Baynes died at his home in 
Meriden, N. H., on January 21st of this year. 

The debt of both doctors and nautralists to 
Mr. Baynes is a heavy one, as he not only did 
more perhaps than anyone else in stirring up 
popular interest in the great outdoors, but 
loving animals, he investigated the sensational 
charges of the anti-vivisectionists and, finding 
them groundless, gave unstintingly of his time 
and energy and made great financial sacrifices 
in an effort to combat anti-vivisection propa- 
ganda. 

As much of the income from the fund as may 
be necessary will be paid, at the discretion of 
the committee, to Mr. Baynes’ widow. The re- 
mainder, and at her death the principal, will 
go to the American Association for Medical 
Progress, that society which Mr. Baynes 
helped to organize for the dissemination of 
truth concerning the value of scientific medi- 
cine, and in which he was so interested at the 
time of his death, The fund will be adminis- 
tered by the First National Bank of Boston as 
Trustees. 

Dr. Charles W. Putney, 

Of Staunton, Va., following an operation 
for acute appendicitis, visited friends in West 
Point, Va., before resuming his practice about 
the middle of May. 

Post-Graduate Course in North Carolina 

This Summer. 

The University of North Carolina has again 
arranged for summer post-graduate courses in 
that State, this year in pediatrics, Between 
fifty and hundred physicians have already 
signified their intention of attending these lec- 
tures, which will be given by Drs. J. V. Cooke, 
Alexis F. Hartmann and Wayne A. Rupe, all 
of the Washington University School of Medi- 
cine, St. Louis. 

Dr. G. Craig Eggleston, 

Of Amelia, was a recent visitor in Richmond, 
Dr. Roshier W. Miller 

Has been re-elected vice-chairman of the 
Richmond, Va., School Board. 

The Graduate Nurses’ Association of Vir- 
ginia 

Held its annual meeting at University, Va., 
May 12, 13 and 14. The attendance was large 
and a number of interesting papers and round 
table discussions were had, The social features 
also were most enjoyable, Officers elected are: 
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President, Miss Agnes Randolph, Richmond; 
vice-presidents, Miss L. L. Odom, Norfolk, 
Miss Hattie Norris, Roanoke, and Miss Evelyn 
Hill, Harrisonburg; secretary, Miss Natalie 
Curtis, Richmond; treasurer, Miss F. A. Bis- 
hop, Portsmouth; and chairman of the board 
of directors, Miss Josephine McLeod, Uni- 
versity. 
Re-Elected on N. C. State Board of Health. 
Drs. Cyrus Thompson, of Jacksonville, and 
D. A. Stanton, High Point, have been re- 
elected members of the North Carolina State 
Board of Health, for terms of six years. 


Dr. Magee Loses His Country Home. 

The summer home of Dr. M. D’Arcy Magee, 
of Washington, D. C., located in Loudoun 
County, Va., was struck by lighning, in a re- 
cent storm, and the house and its contents were 
destroyed. 


Dr. and Mrs. Hunter McClung 

And family, of Lexington, Va., were recent 
visitors in Crozet, Va. 
Hospitalization of War Veterans. 

As a matter of interest, we note that the 
U.S. Veterans Bureau is now operating forty- 
nine hospitals, seventy-four dispensaries, 
ninety-four clinical laboratories, about 100 
X-ray laboratories, and housing over 29,000 
patients, The Bureau is constantly construct- 
ing and opening new hospitals and incorporat- 
ing additional facilities in those already open. 
These hospitals are modern and complete as 
science and careful planning can make them 
and no detail of utility or convenience is sac- 
rificed to a false prompting toward economy. 
These hospitals are open to veterans of any 
war in which the United States has partici- 
pated since 1897, and already over 2,000 have 
availed themselves of this benefit, It is con- 
sidered a much greater service to give a man 
back his health and with it his economic inde- 
pendence than merely to maintain him in a 
hospital and pay him compensation, and this 
is made the chief endeavor of the Bureau. 


The South Carolina State Medical Associa- 
tion, 

At its annual meeting in Spartanburg, re- 
cently, elected Dr. Robert S. Catheart, of 
Charleston, president, Dr. W. B. Lyles, of 
Spartanburg, first vice-president, and re-elected 
Dr. EF. A. Hines, of Seneca, secretary-treasurer, 


The 1926 meeting is to be held at Sumter. 


(June, 


Dr. A. D. Owrbey 

Returned to his home in Newport News, Va., 
about the middle of May, after a cruise with 
the Naval Reserves to Havana, Cuba. 


Dr. Wm. de B. MacNider, 

Chapel Hill, N. C., recently elected president 
of the Medical Society of the State of North 
Carolina, has further been honored recently by 
the appointment at Harvard Medical School 
as physician-in-chief for a week at Peter Lent 
Brigham Hospital. 


Named Members of Honorary Fraternity. 

At the meeting in May of the Phi [eta 
Kappa honorary fraternity in Ashland, the 
following doctors among the alumni of Ran- 
dolph-Macon College were installed as mem- 
bers: Dr. Karl Blackwell, Richmond; Dr. 
C. H. Lavinder, of the U. S. Public Health 
Service, at Staten Island, N. Y., and Dr. A. 
Chambers Ray, of Ashland. 


Dr. Fletcher D. Woodward, 

Formerly of Newport News, Va., has moved 
to Charlottesville, Va., with offices at 104 East 
Market Street. He is associated with Dr. H. 5. 
Hedges. 

Dr. R. L. Creekmur, 

Richmond, has tendered his resignation as 
a member of the medical corps of the Virginia 
national guard, because of his inability to at- 
tend the summer encampment. 

Dr. Ray A. Moore, 

Of Phenix, Va., and a prominent doctor of 
the Southern section of this State, has been 
selected to act as camp doctor, this summer, for 
the Richmond Girl Scouts. 


Dr. and Mrs. Lewis M. Cowardin, 

Of Hot Springs, Va., formerly of Richmond, 
celebrated their golden wedding anniversary, 
May 27, at their home at Hot Springs, At this 
celebration there were present two other 
couples who had been married over fifty years. 


Dr. Thomas F. Dodd, 

Alexandria, R. F. D. 3, Va., is connected 
with the U. S. Veterans’ Bureau, Washington, 
D. C., as a tuberculosis specialist. 


Attend American Legion Executive Com- 
mittee. 

Drs, A. T. Finch, Chase City, and W. B. 
Peters, Appalachia, were among those who re- 
cently attended a meeting of the State execu- 
tive committee of the American Legion, in 


Richmond. 


1 
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Dr. R. M. Sheltor, 

Formerly of Gretna, Va., is now located at 
Valentines, Va, 
Lt. Com. Micajah Boland, M. C., U. S. N., 

Who has been Medical Director, Gendar- 
merie d’Haiti, has been transferred to Receiy- 
ing Barracks, Naval Operating Base, Hampton 
Roads, Va. 
Dr. R. H. Harrington 

Has moved from Elk Creek, Va., to Grant, 
Va. 
Dr. R. L. Hillman 

Announces his change of address from 
Wilder, Va., to Emory, Va. 
Dr. Chester E. Haberlin, 

Of Bridgeport, Conn., who graduated from 
Medical College of Virginia last year, is now 
at Metropolitan Hospital, New York, N. Y. 


Dr. Tom A. Williams 
Has returned to his home in Washington, 
D. C., after spending the winter at Miami, Fla. 


The Association of Southern Railway Sur- 
geons, 

At its annual meeting recently held in 
Savannah, Ga., elected Dr. William H. Taylor, 
of New Market, Tenn., president, and decided 
to meet next year in Baltimore, Md. 


What is a “Nixie?” 

A “Nixie” is a piece of mail so carelessly 
addressed and poorly wrapped that it can 
neither be delivered nor returned without 
special treatment. The Dead Letter Office that 
handles 20,000,000 of these “Nixies” yearly is 
a cemetery of live ideas entombed in mis- 
directed envelopes. 

Do you know: That 21,000,000 letters and 
$03,000 parcels went to the Dead Letter Office 
last year; that 100,000 letters go into the mail 
yearly in perfectly blank envelopes; that 
$55,000 in cash is removed annually from mis- 
directed mail; that $12,000 in postage stamps 
is found in similar fashion; that $3,000,000 in 
checks, drafts, and money orders never reach 
intended owners; that Uncle Sam _ collects 
$92,000 a year in postage for the return of 
mail sent to the Dead Letter Office; that it costs 
Uncle Sam $1,740,000 yearly to look up ad- 
dresses on misdirected mail; that 200,000,000 
letters are given this service yearly; and that 
it costs in one city alone $500 daily? A letter 
worth writing is worthy of care in addressing 
and should eontain a return address, 


Mora: Every man knows his own address 
if not that of his correspondent. Put it in the 
upper left hand corner! 


Wanted. 

To buy practice in Virginia or West Vir- 
ginia. Would buy office equipment or property. 
Reasons for leaving present location want to 
locate near high school, Graduate of Medical 
College of Virginia, References: West Vir- 
ginia State Medical Association and County 
Medical Society. Nothing but a good propo- 
sition considered, Answers should be sent to 
No, 415, care this journal, (Adv.) 


Obituary 


Dr. William Wamach Chaffin, 

Ex-president of the Medical Society of Vir- 
ginia and one of the most beloved physicians 
in the Southwestern section of this State, died 
suddenly in his office at Pulaski, May 7, as he 
was preparing to go to the hospital to oper- 
ate. He had been suffering from serious heart 
trouble for about a year and, for this reason, 
was prevented from presiding at the Staunton 
meeting of the State Society, last Fall. 


Dr. Chaffin was born in Wythe County, Va., 
May 5, 1868, After several years at Washing- 
ton and Lee University, at Lexington, Va., he 
took up the study of medicine at Jefferson 
Medical College, Philadelphia, from which he 
received his diploma in 1893. He joined the 
Medical Society of Virginia that year and 
attended its meetings regularly. In 1895, he 
located in Pulaski and was always interested 
in every move for the advancement of the in- 
terests of his adopted home. He was a member 
of the State Board of Health and had been a 
member of the State Medical Examining 
Board since 1911. He was a charter member 
and ex-president of the Southwestern Virginia 
Medical Society, a member of the American 
Medical Association and numerous medical or- 
ganizations, chairman of the Pulaski County 
Board of Health, and a surgeon of the Norfolk 
and Western Railway. Dr. Chaffin was also 
a Mason and a charter member and ex-presi- 
dent of the Pulaski Rotary Club. He had an 
attractive personality and had made for him- 
self a host of friends, In his felation toward 
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other people, it may be truly said of him that 


he was 
“To their virtues very kind, 
And to their faults a little blind.” 


He is survived by his widow, who was Miss 
Mary Claire McGill, formerly of Richmond, 
one daughter, an adopted daughter, and a 
number of relatives. 


Dr. William Henry Edmundson, 

A prominent physician and citizen of Chris- 
tiansburg, Va., died suddenly at his home in 
that place, May 15. Although he had not been 
in good health for sometime, he was actively 
engaged in practice and had been out until a 
few hours before his death. Dr. Edmundson 
was seventy-six years of age and studied medi- 
cine at the Medical College of Virginia, from 
which he graduated in 1875. He had been a 
member of the Medical Society of Virginia 
since 1885. During the War between the States, 
he was a member of the 54th Virginia Regi- 
ment, and was in a number of important 
battles. His wife died several years ago, but 
he is survived by a son and two daughters. 


Dr. Andrew Symington Ellett, 

A prominent physician of Christiansburg. 
Va., died suddenly June 3, from heart trouble 
following an operation for appendicitis which 
was performed the day before. To the time of 
this operation, Dr. Ellett had appeared in his 
usual health and had attended the luncheon of 
the Rotary Club on June 1. He was born in 
Christiansburg, forty-five years ago, and 
studied medicine at the University of the 
South, Sewanee, Tenn., from which he gradu- 
ated in 1901. He had been a member of the 
Medical Society of Virginia since 1905, Dr. 
Ellett was unmarried but is survived by a 
number of brothers and sisters. 


Dr. Albert Earle Holmes, 

Associate physician at Mt. Regis Sana- 
torium, Salem, Va., was found dead in bed at 
a hotel in Roanoke, Va., May 21, death ap- 
parently being due to an overdose of medicine 
which he had taken. Dr. Holmes had for 


sometime suffered serious trouble with his eyes 
and was much depressed over his condition. 
He was thirty-two years of age and was from 
Tampa, Florida, to which place his remains 
were taken for burial. He graduated in medi- 
cine from Vanderbilt University, Nashville, 
Tenn., in 1916, and had been a member of the 


(June, 


Medical Society of Virginia since 1923. He 
was also a Mason, His widow and young son 
survive him. 


Dr. John W. Williams, 

Formerly of Richmond, died May 11, at 
his home of Irwin, Va., aged eighty-six years. 
He graduated from the Medical College of 
Virginia in 1864 and had been a member of 
the Medical Society of Virginia for a number 
of years. He made his home in Richmond for 
about thirty vears, prior to moving to Gooch- 
land County. Dr. Williams is survived by lis 
wife to whom he was married only a few weeks 
before his death. 


Resolutions on Death of Dr. Charles James 
Terrell. 


WHEREAS, The Creator in His infinite wisdom has 
seen fit to remove from the walks of men, our fellow 
laborer and friend, Dr. Charles James Terrell, of 
Hewlett, Va.: 

RESOLVED, That The Hanover County Medical So- 
ciety hereby express its appreciation of his profes- 
sional, private and public life and its sympathy for 
his bereaved family; 

RESOLVED, That this tribute of respect be spread 
upon the minutes of this Society, published in the 
VircInta MEDICAL MoNTHLY and a copy sent to his 
son, Dr. E. A. Terrell, of Fredericks Hall, Va. 

HANovER County MEDICAL SOcIety, 
A. C. Ray, M. D., 
J. A. Wricut, M. D., 
Committee. 


Dr. Alfred Copeland Palmer, 

Formerly a member of the Medical Society 
of Virginia, died May 29, at his home at Ur- 
banna, Va. Dr. Palmer was a native of Middle- 
sex County, Va., and about sixty-eight years 
of age. He studied medicine at the University 
of Maryland, from which he received his di- 
ploma in 1881. He was a vice-president of the 
Medical Society of Virginia in 1889 and was 
at one time a member of the State Board of 
Medical Examiners. 


Dr. Leslie Clyde Burton, 

For twelve years a practicing physician at 
Clayville, Va., died May 20, at a Richmond 
hospital, after a long illness, He was born in 
Nottoway County, Va., forty-two years ago 
and studied medicine at Maryland Medical 
College, Baltimore, from which he graduated 
in 1910. During the World War, he served in 
the medical corps, being stationed for some- 
time at Camp Meade. He was a Mason and a 
member of the American Legion. He was at 
one time a member of the Medical Society of 
Virginia. His wife survives him. 
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